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EPIDEMIOLOGY OF INFECTIOUS DIARRHGA.* 


By Sypney D. Russo, 


Professor of Bacteriology, University 
of Melbourne. 


THOSE of you who are familiar with the dictionary defi- 
nition know that a symposium is a merry banquet complete 
with dancing girls, music and fine speeches. With the 
passage of time (and the increased cost of living) this 
definition has become obsolete, and the word is used almost 
exclusively in scientific circles to describe a series of 
papers on a single topic. Whichever interpretation is put 
on this word, it is well suited to our present discussion, in 
so far as there is a very real connexion between banqueting 
on the one hand and infectious diarrhea on the other. 
My task in opening this symposium is to present some 
information on the problem of the epidemiology of infec- 
tious diarrhea. 


The labelling of diarrhea as infectious immediately 
suggests a condition distinguishable from non-iafectious 
diarrhea. Although this assumption is correct on epidemio- 
logical {and probably on clinical) grounds, it must be 
admitted that in 40% to 70% of cases, particularly random 
cases, no organisms of known pathogenicity can be detected 
(Mushin, 1950). While this is a source of constant irrita- 
tion to the bacteriologist, epidemiologist and clinician, it 
can at least serve as a reminder that there is still much 
to discover about this common disease. A meeting such 
as this should provide the right mental atmosphere for 
collaboration between the clinician and the laboratory 
worker. 


1Part of a symposium on infectious diarrhea held under the 
auspices of the Melbourne Permanent Post-Graduate Committee 
on October 22, 1951. 


Classification. 


It is customary to classify infectious enteritis or gastro- 
enteritis (Topley and Wilson, 1943) into a number of 
groups, using clinical, climatic and causative criteria as a 
basis for separation. The result, while convenient in the 
descriptive sense, has been confusing, since these divisions 
are not mutually exclusive. Thus we speak of neo- 
natal, summer epidemic, toxic, bacterial, protozoan and 
parenteral diarrhea (or enteritis). It seems more appro- 
priate to divide this disease into three broad classes on an 
etiological basis and to designate the enteritis according to 
the generic name of the causative organism —for example, 
Salmonella enteritis, Shigella enteritis et cetera. The three 
classes and their subdivisions would be as follows: (i) 
enteritis of known etiology (Salmonella, Shigella, staphylo- 
enterotoxic, Giardia); (ii) enteritis of doubtful wtiology 
(Proteus, paracolon, coliform (D433), viral); (iii) 
enteritis of anonymous etiology (parenteral, neonatal, non- 
specific et cetera). 


The value of using such a classification is that it honestly 
demarcates the extent of our knowledge of causation, and 
hence provides a rational basis for control and treatment. 
Admittedly a large number of cases will fall into the non- 
specific groups of gastro-enteritis; but it seems better to 
label such cases as non-specific rather than to adopt the 
easy convenience of by-passing our ignorance in descriptive 
terms of doubtful accuracy, such as summer and parenteral 
diarrhea. 


Summer diarrhea was a reasonably accurate description 
of infectious enteritis in the early part of this century 
when the summer incidence was, in fact, noticeable. Today, 
however, owing to such factors as pasteurization of milk, 
home refrigeration, improved sanitation, control of flies, 
and better hygiene and housing, summer diarrhea is no 
longer a clinical or epidemiological entity. Hence the term 
should be discarded. 
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In regard to parenteral enteritis, it appears that the 
pediatricians have been too ready to accept the causal 
relationship between parenteral infection (mainly otitis, 
mastoiditis and bronchitis) and gastro-enteritis, and have 
largely ignored the possibility that these foci of infection 
may follow as well as precede the enteritis. As dehydration 
of gastro-enteritis must affect all tissues of the body, it 
is not improbable that natural resistance mechanisms (in 
the form of mucous secretions) of the upper respiratory 
passages may be lowered, the result being an infection 
secondary to the dehydration syndrome. In my opinion 
enteritis of parenteral origin is relatively uncommon, and 
such a diagnosis should be made with caution. 


Whatever our point of view towards classification of 
infectious diarrhea, one important fact emerges—namely, 
we are confronted with the perennial problem of multiple 
causes for a single syndrome. Because of the restricted 
time an attempt will be made to discuss these multiple 
diseases as a single disease, but a separate comment will 
be made on staphylococcal food poisoning, which does not 
appear to fit the common epidemiological mould. 


Incidence. 


Infectious diarrhea is a disease of major importance in 
infancy. In Australia the average yearly mortality is prob- 
ably about 60 to 300 deaths per annum among infants aged 
under one year (based on Mackerras’s calculations for 
Queensland, 1949), whereas in Great Britain the infant 
mortality is greater than 3000 per annum (editorial, British 
Medical Journal, 1948). Assuming an overall mortality of 
12% in all cases, we find that 5000 to 25,000 cases of: 
infantile diarrhea occur annually in Australia. These 
figures are based on the most conservative estimates, since 
it is well known that mortality will vary according to the 
age group, the nutritional status, the social background and 
the nature of the causative organism. Among premature 
babies and infants aged under one month the mortality 
rate is usually 40% to 60%, and in artificially fed infants 
also both mortality and morbidity are high; the same 
observation applies to infants in poor urban districts, and 
with such organisms as Salmonella bovis-morbificans the 
mortality rate may rise to 70% (Mackerras and Mackerras, 
1949a). In regard to sex, females are less frequently 
affected than males, a common female:male ratio being 
1:1:46 (Wright and Wright, 1946). 

These general comments do not require any elaboration 


to convince one that infectious diarrhea, particularly in 
children aged one year, is socially and medically an impor- 


tant disease, the seriousness of which has often escaped 


attention. 


Etiology. 


My colleague, Dr. R. Mushin, will deal with the etiology 
more extensively; but it is appropriate at this stage to 
comment on the increasing proportion of institutional out- 


breaks due to Salmonella and Shigella species. The findings" 


of Draper in Adelaide (1945), of I. M. and M. J. Mackerras 
in Queensland (19496), of Mushin in Melbourne (1950) and 
of overseas workers, all show the same trend. This is 
interesting from an epidemiological point of view, because 
this changing pattern is in no way associated with any 
increase in the prevalence of infectious diarrhea as a 
disease. Three things may have contributed to this: firstly, 
and most importantly, improved techniques for detecting 
these pathogens; secondly, an increased number of adult 
and infant carriers of Salmonella and Shigella; and thirdly, 
the appearance of exotic Salmonella and Shigella species 
in this and other countries. In Australia, immigration and 
overseas war service has probably resulted in a changed 
Salmonella and Shigella picture, while in England the 
importation of dried egg powder as a food opened up 
new reservoirs of intestinal infections (Cruickshank and 
Smith, 1949). It is therefore advisable when one is investi- 
gating a case or series of cases of infectious diarrhea to 
inquire closely into the immediate and remote past history 
of the patient and of the adult contacts. 


Staphylococcal Food Poisoning (Staphylo-enterotoxic 
Enteritis). 


An important form of diarrhea of bacterial origin, which 
has never been thoroughly investigated in this country, is 
that due to staphylococcal enterotoxin. This condition is 
seldom included in discussions on infectious diarrhea, since 
it is a food poisoning and not infectious in the strict sense 
of the word. It is included here under the subheading of 
staphylo-enterotoxic enteritis because clinically it may 
resemble an acute form of infectious diarrhea. 


The staphylococcal enterotoxin is preformed by the 
growth of certain strains of staphylococci in a particular 
type of food, which has been allowed to stand some time 
before consumption by the victims. The clinical syndrome 
is well recognized by its short incubation period of one to 
seven hours with an average of three hours, and by its 
acute onset with abdominal pains, nausea, vomiting and 
diarrhea. The recovery is rapid, usually in twenty-four 
hours. It is quite possible that many sudden outbreaks of 
diarrhea are due to staphylococcal food poisoning con- 
tracted in the city restaurant or in the home-away-from- 
home type of guest house. 

The epidemiological points I should like to enumerate 
in this rather atypical form of infectious diarrhea are as 
follows: (i) Thirty to fifty per centum of people are nasal 
(and hand) carriers of Staphylococcus pyogenes, some of 
which organisms are capable of producing enterotoxin. 
(ii) Pressed meat foods, milk and cream products provide 
adequate conditions for growth and toxin production. (iii) 
Approximately fifteen hours must elapse between contami- 
nation of the food and the production of significant amounts 
of enterotoxin. (iv) The enterotoxin is heat stable and 
resists boiling for thirty minutes. (v) Phage types 42D 
and 6/47 account for 80% of outbreaks (Allison, 1950). 


In view of these facts, staphylococcal food poisoning 
should be a preventable condition if we insist on cleanli- 
ness in the preparation of food, adequate refrigeration and 
short-time storage, restrict the activities of any dangerous 
or potentially dangerous (persons with hand infections) 
phage type carriers, and if need be mask the chef. 


Transmission. 


Our knowledge of the mechanism of transmission of the 
causative organisms apart from staphylococci stems mainly 
from two sources—the investigations of bacillary dysentery 
in the two world wars and studies of Salmonella enteritis 
in hospitals. 

As is well known, bacillary dysentery is a disease of 
armies, and as a result of field studies on this condition 
the importance of fly-borne spread of infection and 
inadequate disposal of nightsoil was duly emphasized. 
Thus, there has been a tendency to seek in these conclusions 
a ready-made explanation of the mechanisms of spread 
of enteric pathogens in normal civilized communities. While 
not denying that flies may act as vectors, under normal 
standards of western hygiene, I consider that their impor- 
tance has been greatly over-estimated, and until fairly 
recently other mechanisms of transmission, except hand 
contact with food, have not been fully explored. 


However, the study of hospital infectigns of Salmonella 
enteritis has effectively shown that pathways other than 
the feces-flies-food infection chain may predominate. 
Mackerras and Mackerras (1949), and we ourselves 
(Mushin, 1948; Rubbo, 1948) had the opportunity to investi- 
gate two outbreaks of nosocomial infections due to Salmon- 
ella morbificans in Queensland and Salmonella derby in 
Melbourne. The combined results of these independent 
investigations, together with those recently published by 
Rogers (1951), have shown the complexity of the infection 
pathways in hospital. These results can be summarized in 
diagrammatic form (see Figure Ia), which gives some 
indication of the infection pathway operating in a hospital 
environment. Those pathways indicated by heavy lines 
are considered to be the more important routes of 
transmission. 

At the same time I have indicated in Figure Is the 


infection pathways most likely to operate in institutions, - 
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such as foundling homes, créches, kindergartens et cetera. 
It will be noted here that the mechanisms are less complex 
and that direct contact between the carriers and receivers 
of the infection is strongly emphasized (Mackerras, private 
communication). In Figures Ic and Ip sources of infec- 
tion other than human patients are shown as the starters 
of sporadic or epidemic illness. 


Control. 


In order to sort out our ideas on methods of control of 
infectious diarrhea, the following points are worthy of 
mention. 


exercised, in accordance with the facilities available. The 
installation of ultra-violet lamps can be of little value 
in preventing cross-infections due to gastro-intestinal 
pathogens. 

It would be a wise policy for hospitals dealing with 
children not to admit patients with mild diarrhwa or 
dietetic problems, or any infant for whom treatment can 
be effectively carried out in the home. All patients who are 
admitted to hospital with either gastro-enteritis or dietetic 
problems should be examined bacteriologically at weekly 
intervals. Further details of ward hygiene and food 
preparation are problems of internal management which 


case 
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BRUSHES BASINS GOWNS CLOTHING 


2° NURSES HANDS AS ABOVE 


Figure Ia. 
Possible pathways of infection of infantile enteritis; patients 
in hospital. 


Whatever may be the environmental circumstances per- 
taining to a particular outbreak, the detection of the 
primary reservoirs of the causative organism is of first 
importance. We must consider not only human patients 
or carriers (see Figures Ia and Is) or a contaminated 
food supply (see Figure Ip), but also vermin, particularly 
in the case of certain Salmonelle (Figure Ic). Cockroaches, 
in contrast to flies, may act as temporary reservoirs 
for Salmonella infections (Mackerras and Pope, 1948), 
while Cruickshank and Smith (1949) have shown that 


MOUTH 


Ficure Ic. 


Possible pathways of infection in infantile enteritis; vermin in 
institutions or homes. 


cannot be discussed here, and for a fuller discussion on 
these topics see Mackerras and Mackerras (1949) and 
Medical Research Council War Memorandum Number 11 
(1944). Our only suggestion would be that notices reading 
“And Now Wash Your Hands” should be prominently dis- 
played throughout hospital wards, waiting rooms and 
corridors. This apparently meaningless slogan, first 
suggested in the Medical Research Council War lfemoran- 
dum, would be a constant reminder of the dangers of hand 
contamination of food, and would serve to educate not only 
doctors, nurses and other attendants, but also the visitors 
who attend the hospital. 

In maternity wards the length of stay in hospital should 
always be reduced to a minimum, and mothers should be 
encouraged to breast feed their infants for at least the 
first six months of life. 


mURSE 
INFECTED NEW CASE 
CARRIER AMBULANT CHILD canmuer 


HANDS 


CHILD'S HANDS AS ABOVE 
FicureE Is. 


Possible pathways of infection in infantile enteritis; ambulant 
carriers in institutions or homes. 


1% of dogs, 1:4% of cats and 2:25% of pigeons may excrete 
these organisms in their feces. It is also important to 
realize that only a small proportion of the human infec- 
tions present clinically, since many Salmonella infections 
run a benign course. Mackerras and Pask (1949), for 
example, estimated that of the 600 Salmonella infections in 
infants during the period of their investigations, only 33 
presented as Salmonella enteritis requiring the patient’s 
admission to hospital. The detection of carriers, therefore, 
becomes a major factor in the prevention of this disease. 


In institutions, roller towels, blankets, ward equipment 
and dust may serve as secondary reservoirs (Figure IA). 
Dust control is advisable in gastro-enteritic wards, not 
only for the reasons indicated, but also because inhalation 
and subsequent ingestion of air-borne particles may pos- 
sibly initiate either a clinical or a subclinical attack. 
Roller towels should be forbidden in hospitals, boarding 
schools, créches et cetera. Careful planning of ward 
duties, 


ward hygiene and handling of food must be 


(INFECTED 
CARRIER 
OUTSIDE 
INSTITUTION CHLOS MOUTH 
‘SIDE 
INSTITUTION 
FIGURE Ib. 
Possible pathways of infection in infantile enteritis; food 


Finally, in later age groups, particularly among ambulant 
children in the kindergarten class, person-to-person contact 
infection is always a very real possibility and should be 
considered in investigating an outbreak of infectious diar- 
rhea in this age group (see Figure Ip). Again, the above- 
mentioned slogan could be most usefully employed in these 
centres. 

My concluding remarks bring me to a bacteriological 
point—namely, that a fuller understanding of the epidemi- 
ology of infectious diarrhea is contingent on a better 
understanding of its etiology. It is not improbable that 
our rigid views on what constitutes an enteric pathogen 
may require reorientation, and our casual interest in the 
lactose-fermenting coliform bacillus, because it is invariably 
found in the normal alimentary flora, may be a dangerous 
premise. Already very good evidence has been produced 
by Bray (1945), by Giles and Sangster (1948) and by 
Taylor, Powell and Wright (1949), to show that the D433 
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strain of Bacterium coli is probably responsible for a 
number of cases of infectious diarrhea in infancy. An 
intensive investigation of the significance of this and other 
serological types of coliform bacilli in the alimentary tract 


of infants is certainly indicated. 
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THE BACTERIOLOGY OF INFECTIOUS DIARRHGA.! 


“The Spread of Infantile Gastro- 
The Journal of Hygiene, Volume 


By Rose MusHInN, Ph.D., 


Lecturer in Bacteriology, School of Bacteriology, 
University of Melbourne. 


THE enormous literature which has accumulated on the 
bacteriology of infectious diarrhea cannot be comprehen- 
sively reviewed within the limited scope of this paper, and 
therefore only significant findings in selected fields of more 
recent research will be discussed. Emphasis will be placed 
on information which contributed towards progress in 
methods of isolation and identification of the causative 
organisms of this disease, and towards the understanding 
of some basic and practical problems related to this study. 


Infectious diarrhea is a clinical term and not a bacterio- 
logical entity. The disease may be caused by a variety of 
organisms or their toxic products; but in a high percentage 
of cases the causal agent cannot be detected. From the 
bacteriological point of view infectious enteritis can be 
divided into three major classes: (a) enteritis of known 
etiology, (b) enteritis of doubtful etiology, and (c) 
enteritis of anonymous etiology. 


1Part of a symposium on infectious diarrhea held under the 
auspices of the Melbourne Permanent Post-Graduate Committee 
on October 22, 1951. 


InFEcTIOUS DIARRHG@A OF KNOWN A®DTIOLOGY. 
Salmonella and Shigella. 
The genus Salmonella includes the causative organisms 
of typhoid and paratyphoid fevers, gastro-enteritis and 


other clinical conditions, while species belonging to Shigella 
cause bacillary dysentery of mild or severe form. The 


gastro-intestinal types of infection cannot be clinically 
recognized as either salmonellosis or shigellosis and there- 
fore the etiological diagnosis rests on the bacteriological 
findings. 

Laboratory Diagnosis. 
“The bacteriological diagnosis of enteritis due to Salmon- 
ella and Shigella species is based on their isolation and 


occasionally on agglutination tests with patient’s serum. 
With the introduction of new methods of isolation and 


identification of these pathogens the number of successful 
diagnoses has increased, and in view of their importance 
and complexity the techniques used in this laboratory are 
briefly summarized in Figure I. 


Specimen? °F 2 
Enrichment media? 
Isolation media+ 


Primary differential media? 


Sero-diagnosis® 


Phage typing’ 


Fiaure I. 


Laboratory diagnosis of infectious diarrhea. 
1. Feces collected in sterile specimen bottles con- 


taining 30% glycerol saline solution. 2. Serum 
swabs moistened with broth, water or saline 
and sealed tightly to prevent drying. 3. Tetra- 


thionate broth (Salmonella, Proteus); 10% 
sodium chloride-meat medium (staphylococci). 4. 
MacConkey (Salmonella, Shigella, coliform bacilli 
—for example, D433—enterococci, Pseudomonas, 
Alealigenes) ; plain desoxycholate agar (Salmon- 
ella, Shigella, coliform bacilli—for example, D433— 
paracolcn bacilli, Pseudomonas, Alcaligenes) ; SS 
agar (Salmonella, Shigella, Proteus); blood agar 
(coliform bacilli—for example, D433—staphylococci, 
streptococci). 5. Kligler’s double sugar iron agar, 
mannitol peptone waten urea agar. -6. Salmonella, 
Shigella, coliform bacilli—for example, D433— 
paracolon'§ bacilli—for example, Arizona. if 
Salmonella typhi-murium, sonnei, staphy- 
lococe 


Specimens.—Fecal specimens and rectal swabs usually 
provide the material for investigation. Mucus, if present, 
should be included in the representative sample of the 
stool. Whenever delay is likely to occur in the bacterio- 
logical examination of feces, the specimen should be 
collected in a preservative solution of buffered (pH 7:4) 
30% glycerol-saline solution (Sachs, 1939). Rectal swabs 
carrying Gram-negative bacteria—for example, Shigella 
sonnei, Shigella flerneri—were shown by Rubbo and Ben- 
jamin (1951) to give best results when in a moist state, 
and thus moistening of the swab (preferably a serum swab) 
with tap water before use will prolong the survival time 
of Gram-negative intestinal pathogens. Blood and urine 
specimens are occasionally examined, but seldom as a 
routine procedure. 
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Enrichment and Isolation Media—There is no single 
medium suitable for the isolation of all Salmonella and 
Shigella species. While selective media are essential for 
the successful recovery of intestinal pathogens, some media 
(SS agar) may suppress the growth of certain sensitive 
bacterial strains, and therefore should be used in con- 
junction with the less inhibitory media. The following 
procedure is recommended. The specimen is cultured in 
tetrathionate broth as an enrichment medium for Salmon- 
ella (no satisfactory enrichment medium is yet available 
for Shigella) and also plated directly on to the isolation 
media—MacConkey agar or plain desoxycholate agar 
(Leifson, 1935) and the more selective SS agar (“Difco” 
product). The advantage of plain desoxycholate agar over 
MacConkey medium is its ability to suppress the growth of 
Streptococcus fecalis. SS agar is an excellent medium for 
the direct isolation of Salmonella and Shigella, and also 
for subculturing from tetrathionate broth. On all these 
isolation media Salmonella and Shigella species appear as 
pale colonies that do not ferment lactose. 


Primary Differential Media.—As a further step in identi- 
fication, differential media such as Kligler’s double sugar 
(lactose-glucose) iron agar, mannitol peptone water and 
urea agar (Christensen, 1946) are used as indicated in 
Table I. Rapid hydrolysis of urea to ammonia differen- 
tiates Proteus from other intestinal organisms, whilst 
Kligler’s medium and mannitol peptone water separate the 
Salmonelle and Shigelle. Various other media may be 
employed, such as 5% lactose or 5% sucrose peptone water, 
to identify by accelerated fermentation some paracolon 
strains. 

Sero-diagnosis and Bacteriophage Typing of Salmonella 
and Shigella.—The accepted classification of Salmonellz is 
based on their antigenic structure according to the 
Kauffmann-White scheme presented in the manual of 
Edwards and Bruner (1942) and in standard text-books 
(Wilson and Miles, 1946). Over 200 species of Salmonella 
are known and still more are being catalogued. The first 
step in the diagnostic procedure is the recognition of 
somatic “O” antigens, on the basis of which the organisms 
are placed in the appropriate somatic groups designated by 
capital letters; the great majority belongs to groups A, B, 
C, D and HE. Further differentiation within the groups is 
determined by the nature of flagellar “H’ antigens, which 
may appear in two different phases, specific (Phase 1) or 
group (Phase 2). Each organism may carry several anti- 
genic factors in either Phase 1 or Phase 2. A typical anti- 
genic formula would be “I, IV, V, XII...i<—-—>1, 2, 3...”, 
which identifies the organism as Salmonella typhi-murium, 
the species most commonly isolated from sporadic cases of 
enteritis in Australia and England. Other species, Salmon- 
ella derby, Salmonella bovis-morbificans, Salmonella anatum, 
Salmonella newport, Salmonella newington, Salmonella 
adelaide and some more have been detected in Melbourne 
(Mushin, 1951) and elsewhere in Australia (Atkinson, 
Woodroofe and Macbeth, 1949; Mackerras and Mackerras, 
1949). 

Bacteriophage typing may be used for further subdivision 
into strains and is of value in epidemiological work. Since 
the pioneering work of Craigie and Yen on Vi phage typing 
of Salmonella typhi, similar techniques were applied to 
other species—-for example, Salmonella typhi-murium (lead- 
ing article, British Medical Journal, 1951). 


In contrast to the established serological classification of 
Salmonella, that of Shigella is still unsettled. The main 
division of Shigella into two groups is based on mannitol 
fermentation. The first group includes the mannitol non- 
fermenting bacilli and is represented by Shigella shige 
(Shigella dysenteriv), Shigella schmitzi (Shigella ambigua) 
and five or possibly seven strains of Large-Sachs group 
(Weil, 1947). The accepted pathogens of the second group 
are Shigella paradysenterie and Shigella sonnei. 


The classification of Shigella paradysenterie, which con- 
tains 19 different serological types (Weil, 1947), is still in 
dispute, and four different classification systems have been 
suggested. Andrewes and Inman in their pioneering work 
distinguished five serological races V, W, X, Z, Y and two 
sub-races VZ and WX. Boyd (1938) threw new light on 


this problem and established two groups of Shigella; in one 
strains share a common group antigen (Shigella flexneri 
I to VI), while in the other types lacking group antigen 
are included (for example, Shigella boyd). Weil, Black and 
Farsetta (1944) adopted a classification system parallel to 
Salmonella, the somatic antigens being designated by 
Roman numerals. The results of Wheeler’s (1944) studies 
were in accordance with Boyd’s observations; a scheme of 
nine group-specific and six type-specific antigens was 
formed. 

With regard to the serological identification of Shigella 
sonnei, it must be stressed that great care should be used 
in selecting the specific antiserum, and only a serum pre- 
pared with the organism in smooth phase is satisfactory 
(Mushin, 1950). Bacteriophage typing may be used for 
further subdivision into strains (Hammarstrém, 1949). 
During the first half of 1951 an exceptionally large number 
of Shigella sonnei cases occurred in Melbourne, whereas 
previously only sporadic cases were found (Mushin, 1950). 
Of other types of Shigella, Shigella flexneri II and VI 
(Boyd’s classification) have been isolated (Mushin, 1950; 
unpublished data by the courtesy of Public Health Labora- 
tory, School of Bacteriology, University of Melbourne). 

With regard to the serological diagnosis of Salmonella 
and Shigella, it may be mentioned that some species share 
antigenic components with coliform and paracolon bacilli. 

Serological Reactions of Salmonella and Shigella with 
Patient’s and Normal Sera.—Owing to the multiplicity of 
antigenic patterns of Salmonella and Shigella, the antibody 
response in patient’s serum is often difficult to interpret. 
The serological reactions may be of no practical value in 
acute cases of diarrhea because of the delay in formation 
of antibodies. The agglutination titres may not be high 
or significantly different from the normal level of agglu- 
tinins to allow for correct interpretations. In general the 
normal agglutinin titres for Salmonella and Shigella 
parallel the frequency of antigens characteristic for bac- 
terial strains found in the community. 

On the basis of collected data the general impression is 
that the absence of agglutination reactions in cases of 
diarrhea is not conclusive, while high titres in acute cases 
of salmonellosis or shigellosis may be of diagnostic value 
especially in children, because benign infections are less 
frequent than in older subjects. 


SURVEYS OF DIARRHG@A CASES. 


It is important to note the frequent failure to isolate 
recognized pathogens from chiidren and adults suffering 
from acute enteritis. This is shown in Table II, which 
records our investigation (Mushin, 1950) of 470 children in 
a hospital population, most of the patients (81%) being 
aged under one year. Of these cases, 122 (26%) were 
attributed to Salmonella and Shigella, while cross-infection 
in the wards was responsible for 85 cases (18%), com- 
prising a large outbreak due to Salmonella derby (Mushin, 
1948; Rubbo, 1948) and two minor outbreaks caused by 
Salmonella anatum and Shigella sonnei. Thus the etiology 
of 348 (74%) cases was not detected. 

Table III gives the findings of our survey (Mushin, 1949) 
of 74 cases of acute and chronic diarrhea among adults. 
Of these, seven cases (9%) were due to Salmonella and 
Shigella, while 67 cases (91%) were of doubtful etiology. 

For reasons outside our control the majority of the 
investigated cases were submitted to one bacteriological 
examination only. Repeated cultures, as advocated by 
Mackerras and Mackerras (1949) and by Williams (1951), 
may have revealed a higher incidence of pathogenic bac- 
teria; but undoubtedly in any bacteriological examination 
there will be a large number of cases the etiology of which 
will be an unsolved mystery. 

This universal failure to detect bacteria of recognized 
pathogenicity has prompted investigations of the role of 
other organisms which -ould be held responsible. The 
results of these investigations will be discussed in a 
separate section. 

Enterotoxigenic Staphylococci. 


Staphylococci producing enterotoxic metabolic products 
are held responsible for outbreaks of food-poisoning with 
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TABLE I. 
Biochemical Differential Tests. 
va 
Differential Media (After 24 Hours’ Incubation). 
| Kligler’s Medium. 
Genus 
| | Mannitol. Urea. 
Sulphuretted =| 
Lactose Glucose. Gas. Hydrogen. | 
| 
1 
Salmonella + +(-) + (-) } AG (A) 
Proteus = | + + +, — —'(A) +++ 
Paracolon bacillus - + + (-) — (+) AG (A) — (+) 


diarrhea and vomiting symptoms, and this aspect was dis- 
cussed by Professor Rubbo. 


Recent studies indicate that enterotoxigenic strains com- 
prise a rather homogeneous group, and all or at least the 
great majority are coagulase-positive (Evans and Niven, 
1950). At present the most reliable test for detecting 
these strains is the assay of enterotoxin. The staphylo- 
cocci are recovered from the suspected food or from the 
vomitus of patients by the use of selective media—namely, 
by plating on horse blood agar from enrichment 10% 
sodium chloride and meat medium (Maitland and Martyn, 
1948). Sterile filtrates are prepared from cultures grown 
for forty-eight hours in 0-2% nutrient agar in an atmos- 
phere containing 30% of carbon dioxide (Allison, 1949) 


TABLE II. 
Survey of 470 Diarrhea Cases of Children in a Hospital. 


terium coli type a, Bacterium coli D433, Bacterium coli 
B.G.T. (Bray-Giles-Taylor), and is designated by Kauffmann 
as O,,, B, in non-motile form, while the mctile phase has 
the formula O,,, B, H, or O,,, B, H,. The second serotype 
is known as Bacterium coli type 8, Bacterium coli var. 
aberdeen, and identified serologically as O, B,; H,. In the 
isolation of those organisms blood media and the less selec- 
tive bile salt media—for example, MacConkey—are used 
because some strains are inhibited on the more selective 
media. Identification rests on agglutination tests with the 
appropriate antisera. 


Strains identical with Bacterium coli D433 have been 
reported from Denmark, Holland, Sweden and the United 
States of America. The organism has been isolated by 


Classification of Infecting Number of Percentage 
Organisms. H Cases. | of Cases. 
| | 
Sporadic Salmonella and Shigella 37 38 
infection of Shigella | 13 


Doubtful 


and fed to human volunteers or rhesus monkeys. As this is 
not always practicable, a search was made for a suitable 
laboratory animal, and cats or kittens proved useful; but 
many variable factors must be strictly controlled, and 
therefore the test is no longer considered acceptable 
(Allison, 1949). More recently Robinton (1950) suggested 
the common frog, Rana pipiens, as the most convenient test 
animul possessing a vomiting mechanism. Phage and sero- 
logical typing may prove useful (Allison, 1949). However, 
apart from the importance given to the isolation of great 
numbers of coagulase-positive staphylococci from foods 
incriminated in outbreaks of poisoning, further tests are 
outside the scope of routine laboratory procedures. 


INFECTIOUS DIARRHG@A OF DOUBTFUL ADTIOLOGY. 
Coliform Bacilli. 


The group of coliform bacilli is biochemically and anti- 
genically very heterogeneous. Kauffmann (1947) estab- 
lished a scheme for their serological classification in which 
flagellar and somatic antigens were analysed and the newly 
demonstrated surface antigens L, A and B grouped together 
under the symbol K. 

Bacterium (Escherichia) coli is the normal inhabitant of 
the intestinal tract, but is known to be associated with 
pathological conditions—for example, urinary tract infec- 
tions. Some strains of Bacterium coli have been shown 
to be etiologically related to epidemics of diarrhea and 
vomiting amongst infants in various parts of Great Britain 
(Bray, 1945; Taylor, Powell and Wright, 1949; Giles, 
Sangster and Smith, 1949; Taylor, 1951). These organisms 
were isolated from stools and occasionally from the naso- 
pharynx, mostly from artificially fed babies. Although two 
predominant serological types were recognized, the nomen- 
clature is confusing. One serotype is referred to by the 
following names, Bacterium coli var. neapolitanum, Bac- 


TABLE III. 
Survey of 74 Cases of Diarrhea among Adults. 
Number of Percentage 
Classification of Cases. Cases. of Cases. 
Salmonella and Shigella .. 7 9 
Doubtful etiology .. 67 91 


Perry in Melbourne (personal communication) and by 
Williams (1951) in Sydney, and recently we have detected 
it in an outbreak of diarrhea associated with Salmonella 
amongst premature babies in a Melbourne hospital (unpub- 
lished data). 

The role of these serotypes in infectious diarrhea is not 
firmly established. Bacterium coli D433 has been recovered 
from stools of babies in the absence of enteritic symptoms 
(Payne and Cook, 1950; Cathie and MacFarlane, 1951). 
A suggestion has been made that these strains may be 
present in small numbers in the intestinal tract of healthy 
babies, but may multiply rapidly under some conditions 
giving rise to clinical symptoms. Also the possibility of an 


association with virus has been considered. 


Paracolon Bacilli. 


The group of paracolon bacilli includes Gram-negative 
rods which are as a rule late lactose fermenters and 
occasionally lactose non-fermenters. These organisms, 
which vary greatly biochemically and serologically, are best 
isolated on plain desoxycholate agar (Mushin, 1949). Taxo- 
nomically they are considered intermediate between coli- 
form bacilli on one hand and Salmonella with Shigella- 
on the other. 

The general trend with regard to the role of paracolon 
bacilli in gastro-enteritis can be summarized as follows 
(Mushin, 1949, 1950): (i) they form a part of the normal 
intestinal flora or may be of transient occurrence in the 
bowel; (ii) they frequently appear in large numbers secon- 
dary to infectious and non-infectious disorders of the 
alimentary tract; (iii) some strains are the causative 
agents of gastro-enteritis. 

Some paracolon strains considered pathogenic or poten- 
tially pathogenic are classified into biochemical groups 
—for example, Arizona (Edwards, West and Bruner, 1947), 
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Bethesda (Edwards et alii, 1948), 29911 (Stuart, Wheeler 
and McGunn, 1946), which are serologically distinct. A 
paracolon strain named paracolon melbourne showing a 
biochemical affinity with Bethesda bacilli proved to be the 
cause of an outbreak of gastro-enteritis in a military camp 
(Mushin, 1949). 


Proteus Bacilli. 


On the basis of biochemical reactions the genus Proteus 
is divided into four species: Proteus mirabilis, Proteus 
vulgaris, Proteus morganii and Proteus rettgeri. They are 
best isolated by plating primary cultures in tetrathionate 
enrichment broth on to SS agar. Some strains, especially 
those of Proteus morganii, are grown on culture from 
diarrheal stools, most often from infants. 


It has been suggested by Jordan and Burrows (1935) that 
filtrates of Proteus cultures prepared in a suitable manner 
contain an enterotoxin causing vomiting in monkeys and 
possibly in man. However, Dack (1947) maintained that 
their claim was not firmly established and that filtrates of 
cultures which may be toxic when injected intraperitoneally 
into mice produce no effect when taken by man per os. 


The role of Proteus in relation to gastro-enteritis is 
probably similar to the position of paracolon bacilli 
(Mushin, 1950). 


Other Gram-negative Bacteria. 


Apart from the organisms mentioned, other Gram- 
negative bacteria have been suggested as etiological agents 
of infectious diarrhea. Thus in the Shigella group, Shigella 
alkalescens and Shigella dispar have been occasionally 
suspected, as also Klebsiella pneumoniae, Alcaligenes fecalis 
and Pseudomonas pyocyanea. The exact role which these 
organisms play in alimentary tract infections is equivocal. 


Staphylococci. 


Gram-positive bacteria play a minor part in the causation 
of diarrhea in comparison with the Gram-negative bacilli. 


The significance of the presence of coagulase-positive 
staphylococci in the bowel is not fully determined. Martyn 
(1949) isolated Staphylococcus pyogenes from feces of 
50% of healthy breast-fed infants aged nil to seven days. 
Some workers found a similar incidence of staphylococci in 
stools of sick and healthy children (Crowley, Downie, 
Fulton and Wilson, 1941), while others (Draper and Brown, 
1946) estimated a much higher rate of isolations from 
diarrheal cases. A possibility was suggested of a correla- 
tion between a simultaneous increase in outbreaks of 
staphylococcal food poisoning and diarrheal epidemics of 
oa hee in New York City (Felsen and Wolarsky, 


Streptococci. 


Filtrates with enterotoxic properties have been obtained 
from some strains of streptococcus by Jordan and Burrows 
(1984). Enterococci (Streptococcus fecalis) have been 
incriminated as the cause of food poisoning, and this was 
confirmed by feeding tests on volunteers (Osler, Buchbinder 
and Steffen, 1948). 


A group of workers in Cambridge, led by Gale (1944), 
demonstrated the presence of 8-hemolytic group D strepto- 
cocci in the stools of newborn infants suffering from 
diarrhea. These organisms were shown to decarboxylate 
tyrosine with the production of tyramine, which was sus- 
pected to be the toxic principle in food poisoning. Feeding 
of tyramine to young rats produced the syndrome of diar- 
rhea. However, American workers (Dack, Niven, Kirsner 
and Marshall, 1949) failed to obtain evidence of toxicity 
of tyramine fed to human volunteers per os. 


The problem of streptococci ‘in relation to infectious 
diarrhea awaits more complete investigations. 


Other Gram-positive Bacteria. 
Occasionally other Gram-positive bacteria—for example, 
Clostridium welchii, Bacillus species—were suspected of 
causing outbreaks of diarrhea, especially when present in 


consumed food in abundant numbers. It is not known 
whether the illness results from toxic substances produced 
in the bacterial cells or from toxic products associated with 
the breakdown of proteins in the food. 


Viruses. 


Viruses have been often suspected in epidemic diarrhea 
of the newborn because of the failure to demonstrate known 
pathogens by standard bacteriological methods, and because 
of the impression that the spread of infection resembles 
that of an air-borne disease. American workers have 
correlated outbreaks of epidemic diarrhea amongst new- 
born babies with the simultaneous occurrence of virus 
influenza amongst adults (Lyon and Folsom, 1941). Light 
and Hodes in 1943 were the first to isolate a filtrable agent 
from diarrheal stools of infants, and they reproduced this 
disease in calves by nasal administration. However, Sevitt 
(1948) doubted the virus character of this agent on the 
grounds that it was not always inactivated by boiling for 
five minutes. Reiman, Price and Hodges (1944), investi- 
gating a widespread epidemic of diarrhea amongst students, 
failed to recover a filtrable agent, but transmitted the 
disease to human volunteers by inhalation of a mist of 
filtered naso-pharyngeal washings or stools from patients. 
Gordon, Ingraham and Korns (1947) isolated a filtrable 
agent from feces and throat washings in an outbreak of 
gastro-enteritis, and achieved the transmission of the 
disease by oral route. 


. It should be mentioned that the parenteral route of infec- 
tion is often suspected in outbreaks of diarrhea, especially 
amongst infants suffering from respiratory infections. 


NEONATAL DIARRHGA. 


Lately attention has been focused on neonatal diarrhea 
as a distinct clinical entity. Outbreaks have been reported 
in England, in the United States of America and in Aus- 
tralia. The etiology is varied and the findings are incon- 
clusive. At present it seems best to adopt the view 
expressed by Hinden (1948) that epidemic diarrhea of the 
newborn is not a separate entity but merely gastro-enteritis 
in maternity wards. 


CONCLUSIONS. 


In conclusion, it must be emphasized that with the excep- 
tion of hospital outbreaks the recognized pathogens, such as 
Salmonella and Shigella, are responsible for a relatively 
small percentage of cases of diarrhea, especially in tem- 
perate climates. Other suspected agents range from viruses 
and bacteria to fungi and protozoa, but there is still a large 
anonymous group left for investigation. One should also 
consider the diétetic and psychosomatic factors which may 
be involved as predisposing conditions towards infectious 
diarrhea; but the search for the elucidation of the unknown 
factors still continues. 
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THE EFFECT OF PNEUMOTHORAX ON PULMONARY 
VITAL CAPACITY. 


A. H. CAMPBELL, 
Repatriation General Hospital, Heidelberg, 
Victoria. 


As pneumothorax is widely used in the treatment of 
pulmonary tuberculosis, its effect on pulmonary vital 
capacity is important. 

Earlier workers (Bendove, 1925; Myers and Bailey, 1923; 
Christie and McIntosh, 1936) found that although the vital 
capacity is reduced by pneumothorax, its reduction is less 
than the volume of air injected. These findings are incom- 
patible with the view that the reduction of vital capacity 
is due simply to the encroachment on lung volume by the 
intrapleural air. 

The purpose of this investigation has been, firstly, to 
confirm the earlier observations that the vital capacity is 
reduced by less than the volume of air injected, and 
secondly to determine whether the altered vital capacity 
is the result of an increase in intrathoracic pressure 
produced by the insufflation. As the vital capacity is the 
maximum amount of air which can be expired after a full 
inspiration, it can be considered to be an approximate 
measure of the volume change taking place in the chest 
during these mancuvres. Consequently variation in the 
maximum thoracic cage excursion will alter the vital 
capacity. 

An examination has been made of the alteration produced 
by pneumothorax in the excursion of the thoracic cage 
during full inspiration and full expiration, the intrapleural 
pressures at the end of these excursions have been recorded 
before and after the intrapleural injection of air, and 
pressure changes have then been related to the change in 
the extent of the thoracic cage excursion. 


For convenience, the diaphragm and the chest walls have 
been referred to as the thoracic cage. 


Methods. 


The vital capacity was measured with an open-system 
bell spirometer. Although it is probably not so reliable 
as the mean of several readings, the usual practice of 
recording the maximum reading was followed. All measure- 
ments were taken with the patient seated, immediately 
before and after the insufflation of air. Each patient had 
an established pneumothorax for pulmonary tuberculosis. 


Intrapleural pressure recordings were read directly from 
a manometer with the patient in a sitting position, the 
maximum reading being recorded. They were obtained 
separately from the vital capacity measurements. 
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To obtain information concerning the alteration in the 
thoracic cage excursion, radiological observations were 
made on a patient without tuberculosis who was admitted 
to hospital with a spontaneous pneumothorax. No special 
treatment was required, and X-ray pictures were taken 
after a full inspiration and a full expiration, initially, and 
on several occasions as the air was absorbed. The vital 
capacity was measured on the days when the X-ray films 
were taken. 


Results. 
Vital Capacity. 


Fifty-nine measurements of vital capacity before and 
after the intrapleural insufflation of air were made on 27 
patients. The amount of air injected on each occasion 
averaged 500 millilitres. This produced an average reduc- 
tion in the vital capacity of 200 millilitres. The standard 
deviation being 162 millilitres and t being 9-5, the reduction 
in vital capacity was highly significant. 


Changes in Intrathoracic Pressure. 


The intrapleural pressures after both full inspiration and 
full expiration were measured on 19 occasions, initially 
and after the injection of air. These results are presented 
in Table I. It can be seen that both the inspiratory and 
expiratory pressures were increased after the injection of 
air, the latter less than the former. The lesser increase in 
expiratory pressure was statistically significant. 


Intrapleural Pressure. (Centimetres of Water.) 
bey Maximum Inspiration. Maximum Expiration. 
Injected. | 
(Mils.) Before After Before After 
Injection | Injection | Differ- | Injection | Injection) Differ- 
of Air. | of Air. ence of Air. | of Air. ence. 
1 | 250 —18 —10 8 2 10 8 
2 | 480 —16 —10 6 —2 0 2 
3 | 480 —16 10 6 10 4 
4 —28 —16 12 28 32 4 
5 | 480 —24 —12 12 0 10 10 
6 —12 —10 6 14 8 
7 | 480 —28 —14 14 30 36 6 
8 | 480 —10 —5 5 -2 1 3 
9 | 480 —20 -11 9 1 3 2 
10 | 600 -11 —6 5 -1 1 2 
11 | 480 -11 -7 4 -1 0° 1 
12 | 480 -9 —6 3 0 3 3 
13 | 480 —22 —20 2 2 3 2 
14 | 480 -17 —10 7 7 14 7 
15 | 600 —25 —-18 7 0 10 10 
16 | 400 —34 —18 16 34 36 2 
17 | 400 - —20 8 32 38 6 
18 | 600 -1 -11 2 0 0 0 
19 | 650 | —30 -18 12 10 


, Alterations in the Thoracic Cage Excursion. 


Tracings from the X-ray pictures of the patient with a 
spontaneous pneumothorax are reproduced in Figure I. 

It can be seen that the range of thoracic movement was 
initially poor owing to the expanded position of the thoracic 
cage after a full expiration. As the.air was absorbed the 
range increased, owing to greater contraction of the thoracic 
cage during expiration. In particular the expiratory range 
of the diaphragm increased. 


Discussion. 

The results confirm the hypothesis that although the 
vital capacity is reduced by pneumothorax, this reduction 
is less than the volume of air injected. Myers and Bailey 
(1923) and Christie and McIntosh (1936) found that in 
contrast to subsequent insufflations, the induction of a 
pneumothorax was often followed by a reduction of vital 
capacity which was greater than the amount of air injected. 
Various authors have shown that the lung is commonly 
perforated during induction, so that an unmeasured quan- 
tity of air is allowed to escape from the lung into the 
pleural cavity, This would contribute to the reduction of 
vital capacity, and although there may be other factors 
concerned, it is quite possible for the total amount of air 
entering the pleural cavity to be greater than the reduction 
in vital capacity that follows induction. 


An examination of the intrapleural pressure recordings 
provides indirect evidence of alteration in the lung ventila- 
tion and thoracic cage excursion. Christie and Mcintosh 
(1934) have shown that the intrapleural pressure is directly 
related to the degree of expansion of the lung. Con- 
sequently the greater inspiratory pressure after the refill 
shows that the maximum inspiratory volume of the lung is 
diminished after the air has been injected. The increase in 
the maximum expiratory intrapleural pressure indicates 
that the lung is more compressed after the refill of air. 
That the expiratory pressure is increased less than the 
inspiratory intrapleural pressure indicates that the expira- 
tory volume of the lung is not decreased as much as the 
inspiratory volume, especially as the lung is probably more 
rigid when compressed than when stretched. 


The reduction of the inspiratory lung volume is only 
partly compensated for by the increased expiratory com- 
pression of the lung, hence the fall in vital capacity. 

The change in the lung volumes implies that after the 
injection of air the maximum inspiratory chest volume 
is little changed, whereas the expiratory position of the 
thoracic cage is more expanded after the injection. This 
was observed to be so in the patient with a spontaneous 
pneumothorax observed radiologically. This finding is 
consistent with the changes which occur in the subdivisions 
of vital capacity. 

When air is injected into the pleural cavity the intra- 
pleural pressure increases; this allows the thoracic cage 
to expand. Christie and McIntosh (1936) found that only 
about 30% of the air injected led to an immediate collapse 
of the lung; the rest presumably was spent distending the 
chest wall. As a consequence of this expansion after the 
injection of air, the resting position of the thoracic cage 
is more inspiratory than before. 

Measurements of the divisions of vital capacity show that 
both the complemental air and the reserve air are reduced 
by pneumothorax (Christie and McIntosh, 1936; Leiner, 
1944). 

The reduction in complemental air can be explained as 
being the result of the diminished range of thoracic move- 
ment from the expanded resting position to full inspiration. 
The finding that the reserve air is reduced shows that the 
volume change of the thoracic cage from the resting position 
to the end of the expiration is less than before the pneumo- 
thorax. Since the resting position is already an expanded 
one, this reduced movement means that the expiratory 
position is a more expanded one than before the pneumo- 
thorax. It follows that even if the inspiratory position of 
the thorax is unchanged or slightly increased, the vital 
capacity is reduced owing to the reduced range of full 
expiration. 

As both the maximum expiratory volume of the thoracic 
cage and at the same time the maximum expiratory intra- 
pleural pressure are increased after injection of air into the 
pleural cavity, it is important to determine whether the two 
are causally related. 

The observations of Barach et alii (1938) suggest the 
possibility that a full expiration reaches its end-point when 
the intrathoracic pressure rises to a certain level. They 
found that both the emptying of the lungs and the vital 
capacity were reduced when the intrathoracic pressure was 
raised by positive pressure breathing of six centimetres of 
water pressure. 

If the force of expiration remained unchanged, then the 
relationship could be established by showing that expiration 
was checked by a constant intrathoracic pressure. How- 
ever, Rahn et alii (1946) have shown that the expiratory 
force of the thoracic eage is increased when applied with 
the cage in a more expanded position. Consequently, if 
the pressure relationships are altered so that the pre- 
existing expiratory intrapleural pressure is reached with 
the thoracic cage in a more expanded position than before, 
then the expiratory force being increased would require a 
greater pressure to counteract it. After air is injected into 
the pleural cayity, the pre-insufflatory expiratory intra- 
pleural pressure will be recorded when the lung reaches its 
previous full-expiratory volume and the thoracic cage is 
expanded by the volume of air injected. In this expanded 
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position the thoracic cage is capable of stronger contraction 
than before. Consequently if the depth of expiration does 
in fact depend on intrathoracic pressure, then expiration 
will not be checked until the intrathoracic pressure is 
increased further and a new’ balance of forces is established. 


The finding that the full expiratory intrapleural pressure 
increases after the injection of air is therefore consistent 
with the view that full expiration ceases when the intra- 
thoracic pressure equalizes the contracting force of the 
thoracic cage. The possibility that the effect of the raised 
pressure may be an indirect one mediated through a 
nervous reflex has not been excluded. 


It can be concluded that after the intrapleural injection of 
air the intrathoracic pressure is increased. As a direct or 
indirect result, the thoracic cage is unable to contract 
during expiration to the same degree as before the insuf- 


’ flation of air; consequently the vital capacity is reduced. 


According to the mobility of the mediastinum, the change 
in intrathoracic pressure and altered thoracic mechanics 
will involve the contralateral side to a varying degree 
(see Figure I). 


Patient with a spontaneous pneumothorax. Tracings of X-ray 
films during full inspiration gsr line) and during full 
expiration (broken line). A: earances on admission 
to hospital. Vital capacity 3000 “millilitres. B: Eleven days 
after admission to hospital; partial absorption of intrapleural 
air. Some increase in the expiratory contraction of the thoracic 
cage. Vital capacity 3900 millilitres. C: Twenty-five days after 
admission to hospital; further absorption of intrapleural air 
and greater expiratory contraction of the thoracic cage. Vital 
capacity 4500 millilitres. 


Summary. 

1. The vital capacity was measured before and after the 
intrapleural insufflation of air and was found to be reduced 
by an average of 200 millilitres, whereas the amount of air 
injected averaged 500 millilitres. This confirmed early 
work. Additional observations were carried out to deter- 
mine how the reduction in vital capacity takes place. 

2. The full inspiratory and full expiratory intrapleural 
pressures were shown to be increased after the injection 
of air. The changes in the intrapleural pressure were 
found to be consistent with the view that full expiration 
ceases when the intrathoracic pressure equalizes the applied 
contracting force of the thoracic cage. 

8. It has been shown that the reduction in vital sianidlity 
is accompanied by a reduction in the movement of the 
thoracic cage during expiration. The reduced range of 
thoracic cage movement with consequent reduction of vital 
capacity can be interpreted as being due to the increased 
intrathoracic pressure produced by the injection of air. 
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Reports of Cases. 


KAPOSI’S VARICELLIFORM ERUPTION DUE 
TO VACCINIA VIRUS. 


By M. H. Sionim, 
Warracknabeal, Victoria. 


In 1887 Kaposi described a varicelliform eruption occur- 
ring in cases of atopic eczema. His description of the 
condition was as follows: 

acute outbreak of numerous vesicles. ... The 
vesicles develop very acutely (sometimes overnight). 
Those which appear first undergo desiccation, rupture 
and expose the corium, or they become encrusted and 
fall off. The largest of the varicella-like vesicles are 
found upon the already eczematous skin, but smaller 
groups appear upon the intact skin of the neighbour- 
hood. In many places pigment patches are left or even 


flat cicatrices. 

Since that time many cases have been reported, the 
majority occurring among children aged under two years. 
In a large percentage of cases contact with the vaccinia 
virus had been established. In 1947 a mass’ vaccination 
campaign was conducted in New York, over 6,000,000 
inhabitants being vaccinated. Forty-three cases of vari- 
celliform eruption were reported—an incidence of one in 
150,000 vaccinations. 

During recent years bacteriological and serological inves- 
tigations have been carried out and two distinct etiological 
types are now recognized: (i) the herpetic type due to the 
virus of herpes simplex; (ii) that due to the vaccinia virus. 

A vaccination campaign was carried out at Warracknabeal 


amongst sthool and pre-school children in September, 1951, 
and the following case was noted soon after. ; ‘ 


Clinical Record. 


A female child, aged one year and eleven months, who 
had suffered from infantile eczema almost from birth, 
became ill on October 7, 1951. Her older sister had been 
vaccinated on September 19, whilst the patient was in 
Melbourne receiving treatment for the eczema. The patient’s 
first contact with the vaccinia virus occurred on September 
22, when she returned from Melbourne. Thus in this case 
the incubation period is knowh precisely—fifteen days. 


The eruption at first was confined to the back of the left 
knee, the site where the infantile eczema was most severe. 
The lesions appeared to be typically small vaccinial erup- 
tions, commencing with small vesicles and becoming pus- 
tular with a surrounding area of erythema. The lesions 
gradually became larger and tended to coalesce, particularly 
over the eczematous area. After the appearance of the 
lesions behind the left knee, further eruptions appeared on 
the right leg, the abdomen and the face, but these were 
less severe than at the original site. 

The rectal temperature on the first day was 104° F., 
and it gradually rose to 106° F. on the third day, when a 
convulsive seizure occurred. The left inguinal lymph glands 
were much enlarged. This is a feature of the condition 
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(Fries). One of these glands became fluctuant, but sub- 
sided without drainage when the lesions commenced to 
subside. 

The acute stage lasted for seven days, fresh vesicles 
appearing up to this stage. During this period the patient 
was extremely ill, the temperature remaining above 104° F. 
all the time. 

After the first week the lesions became dry and crusted 
and the constitutional symptoms less pronounced. By the 
end of the second week the lesions had healed except for 
a small patch behind the left knee. From then on con- 
valescence was rapid. 


Treatment. 


In the earlier stages when the diagnosis was not realized, 
treatment with penicillin and sulphonamides was com- 
menced, with no improvement. On the second day aureo- 
mycin treatment was commenced. This also failed to 
produce any improvement. On the fourth day, when the 
etiology of the condition had been established, “‘Chloro- 
mycetin” therapy was commenced. This was followed in 
twelve hours by a gradual fall in temperature and some 
improvement in the child’s general condition. Whether 
this improvement could be attributed to the “Chloro- 
mycetin” or to the natural course of the disease is difficult 
to decide. 

During the severe illness due regard was given to the 
fluid intake, an adequate supply of protein was maintained, 
and extra vitamins were added to the diet. The affected 
areas were dressed with potassium permanganate com- 
presses. 


Discussion. 

The diagnosis in this case was made in view of the typical 
lesions occurring in an eczematous patient fifteen days 
after contact with the vaccinia virus. Unfortunately there 
were no bacteriological or serological facilities available to 
confirm our diagnosis. To prove the diagnosis in the 
American series quoted, several of the patients were vac- 
cinated one month after their illness. They all developed 
immune reactions consisting of small papules at the site 
of inoculation within the first forty-eight hours. This 
procedure was contemplated in the present case, but was 
not performed. 

In previous series, mortality rates have been as high 
as 40% to 50%. However, with modern chemotherapy to 
control secondary infection, the mortality rate should be 
greatly reduced. “Chloromycetin” may have a_ direct 
effect on the vaccinia virus. 

In view of the mass vaccination campaigns taking place 
throughout the community, this case suggests that eczema- 
tous patients should not be vaccinated and that they should 
not be allowed to come into contact with any persons who 
are being vaccinated. 


Summary. 
A case of Kaposi’s varicelliform eruption is reported, the 
patient being a young child suffering from infantile eczema. 
The incubation period was established as fifteen days. 


The importance of protecting eczematous patients from 
exposure to the vaccinia virus is stressed. 
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Reviews. 
NEONATAL PHYSIOLOGY. 


“To understand the fundamentals of the life of the new- 
born infant is the first step in helping it to survive.” Clement 
Smith’s text-book on “The Physiology of the Newborn 
Infant”’,’ now appearing in a second edition, aims at increas- 
ing our understanding, and suceeeds admirably in so far as 
the unfinished nature of the subject matter allows. 

In the first part of the book the author discusses respira- 
tory peculiarities of the fatal blood, the oxygen and carbon 
dioxide economy of the fetus, and the evidence for the 
occurrence of respiratory movements before birth. This is 
followed by a description of the functioning and adjustment 
of the breathing mechanism in newborn infants, knowledge 
of which is of particular importance if resuscitation is to be 
intelligently applied. There is still more to know about the 
foetal circulation and its alterations at birth. Experimental 
woik suggests that as term approaches an increasing 
wuantity of right ventricle blood passes through the lungs 
(and less through the ductus arteriosus), so that no large 
diversion of blood into the lungs occurs in the infant at 
birth. The closure of the ductus arteriosus may result from 
a local response to increased oxygenation and is complete, 
functionally at least, less than three hours after birth. 

Other chapters deal with neonatal hematology and factors 
influencing the coagulation of the blood in newborn infants, 
icterus neonatorum, foetal metabolism, and heat regulation. 


In a survey of the physiology of the digestive tract the 
author shows that the normal baby has a physical capacity 
for food unlikely to be exceeded by any ordinary dietary 
programme. So much for overfeeding! An adequate group 
of enzymes for all simple foods except starches is apparently 
available even before premature birth. The newborn infant 
seems to have most facility in the digestion and absorption 
of proteins, other than casein curd, and although the diffi- 
culty does not seem to be a lack of digestive enzymes, the 
child is least successful in absorbing fats. All the sugars 
appear in the blood-stream as dextrose with almost equal 
rapidity. Symptoms of mineral or vitamin deficiencies may 
arise within a few months unless early supplements are 
given, though one might question whether under Australian 
conditions it is necessary to give daily supplements of 
vitamin D to breast-fed infants. 

The book concludes with chapters on renal function in 
neonatal life, the adjustment of water and electrolytes in 
the baby, neonatal endocrinology and neonatal immunology 

In these days, when the output of scientific literature is 
overwhelming, a book of this sort is invaluable No praise 
can be too high for the author, who has gathered the 
essential facts from nearly a thousand publications in several 
languages and presented them in a compact, interesting and 
most readable volume. It is not one for the student and 
perhaps not for the general practitioner, but certainly a 
book that nobody interested in newborn babies can afford to 
disregard. 


AND POSTNATAL 


“ANTENATAL CARE.” 


THE first edition of “Antenatal and Postnatal Care”, by 
F. J. Browne, appeared in 1939, and the seventh edition of 
this comprehensive and authoritative work is now to hand.’ 
There is hardly a question arising out of these aspects of 
the reproductive function of the human which is not 
adequately dealt with in this volume. The historical intro- 
duction emphasizes the deplorable fact that it is only two 
centuries since the first elementary attempts were made to 
set down any planned and reasonable advice for the use of 
pregnant women and their medical advisers. Only as recently 
as 1921 Ballantyne wrote deploring the little advance which 
had been made in the knowledge of the pathology of preg- 
nancy. Professor Browne has rendered signal service to the 
profession at large and to the State by his persistent attitude 
to all the problems of antenatal care. His view is that the 


1“The Physiology of the Newborn Infant’, by Clement A. 


Smith, M.D.; Second Edition; 1951. Oxford: Blackwell 
Scientific Publications. 94” x 64”, pp. 360, with 44 text figures. 
Price: 55s. 


?“Antenatal and Postnatal Care’, by Francis J. Browne, M.D. 
(Aberdeen), D.Sc., F.R.C.S. (Edinburgh), F.R.C.0.G.; Seventh 
Edition ; 1951. London: J. and A. Churchill, Limited. 84” x 54”, 
pp. 712, with 94 illustrations. Price: 30s. 
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conscientious practitioner, while remembering and having 
due regard to all the physical concomitants of pregnancy, 
labour and the puerperium, must also remember that the 
obstetrician of today is not merely the midwife of yesterday; 
in his hands rest the foundations of society, and his ability 
to promote the genius of mother love is his gPeatest asset, 
for it must be acknowledged that health both physical and 


mental is directly dependent upon the perfection and correla- , 


tion of the emotional and physical functions of the individual 
patient. The hygiene of pregnancy and the routine éxamina- 
tion of the patient receive detailed attention. Weighing and 
estimations of blood pressure from time to time are stressed 
as essentials. It is pointed out that the Wassermann reac- 
tion should be ascertained if there is any indication that it 
may be positive, otherwise it is not insisted upon, but routine 
testing of the expectant mother’s blood for the Rh factor 
should be carried out in every ante-natal clinic; in the 
discussion on hereditary factors and Mendelism special men- 
tion is made of the fact that the Rh factor is a Mendelian 
dominant, and that scope for research in this interesting 
field is continually widening. Considerable attention is 
devoted to the care of the pregnant woman, and the author 
emphasizes the fact that pregnancy is a time of stress and 
strain, in spite of its being a natural phenomenon. Every 
detail of the mother’s regimen is considered. Pelvic measure- 
ments are comprehensively discussed, together with the 
information to be obtained from the general appearance. In 
the later stages of pregnancy the author recommends the 
use of a thin towel and the unaided ear to auscultate the 
fetal heart. He considers it unnecessary to attempt to 
ascertain the measurements of the pelvic outlet unless some 
contraction is suspected. The chapter on X-ray pelvimetry 
is well illustrated and deals with both external and internal 
pelvimetry. Sound general advice is given to the obstetrician 
on planning and arranging the course of antenatal examina- 
tions, as regards both the individual patient and the clinic. 
The author does well to emphasize the dangers of external 
version in the breech presentation; the selection of the best 
time to attempt version if thought advisable and the con- 
ditions required, as well as the contraindications, are dis- 
cussed. Tumours complicating pregnancy are fully dealt 
with, as well as those diseases which may affect individual 
systems during pregnancy. Diseases of the ductless glands 
discussed include diabetes mellitus, glycosuria and diseases 
of the thyroid gland. No less than five chapters are devoted 
to the hemorrhages of pregnancy. A chapter on skin affec- 
tions is a useful adjunct; in this it is pointed out that many 
of these troubles are unpredictable in their form and course. 
In the chapter on venereal diseases in pregnancy are 
included trichomonas, lymphogranuloma and _ moniliasis. 
Well worth reading and noting are the articles on advant- 
ages, disadvantages, risks, and management of trial labour; 
included with these is a discussion of the abuse of Cesarean 
section in contracted pelvis. The emotional changes of the 
third stage of labour are considered, special attention being 
paid to relaxation and amnesia. One is glad to know that 
Professor Browne strongly advocates the “mothering” of the 
new baby, and lays it down quite forcibly that mothers 
suffer from the absence of their babies; consequent anxiety, 
worry and frustration can be proved among other things to 
lead to difficulty with lactation. The appendices include 
various diet lists, forms for keeping records both antenatal 
and postnatal and a description of methods of medical induc- 
tion of labour with special reference to the use of pituitary 


extract and its contraindications. This book is preeminent 


in its field. 


Motes on Wooks, Current Journals and 
Mew Appliances. 


“FAMILY DOCTOR.” 


Tue March, 1952, issue of Family Doctor, the British 
Medical Association’s popular magazine, is worth buying 
for the pictures of Rosemary Jane alone. Rosemary Jane, 
the “baby of the month”, is now one year old, and twelve 
pictures summarize the month-by-month progress which 
has delighted regular readers of Family Doctor. For the 
rest of the issue we may quote the Editor’s Letter: “You 
can study the stars with the Astronomer Royal, or con- 
centrate on growing fat healthy lettuces. You can glimpse 
the world of nursing with Pat Ward or the special world 
of the deaf. You may share the bachelor views of our 
favourite misogynist, or compare the progress of your own 


baby with that of Rosemary. You can check up on the 
M’Naghten Rules in relation to Health and Haigh or move 
easily from murder to motherhood, with a look at influenza 
on the way. Or you may be more interested in learning how 
to tempt an invalid appetite, or what the House of Com- 
mons is doing to prevent children from being burnt.” Family 
Doctor is an effective positive counter to the type of popular 
medical books and articles that we all deplore, and it is as 
attractive as it is sane. 


Books Received. 


{The mention of u book in this column does not imply that 
no review will appear in a subsequent issue ] 


“The 1951 Year Book of Drug Therapy (September, 1950- 
August, 1951)”, edited by Harry Beckman, M.D.; 1951. 
Chicago: The Year Book Publishers, Incorporated. 8”x 5%”, 
pp. 502, with 91 illustrations. Price: $5.00. 


One of the “Practical Medicine Series” of year books. 


“Arthritis and the Rheumatic Diseases”, by Philip Lewin, 
F.A.C.S., F.1.C.S., with a foreword by Morris Fishbein, M.D.: 
1951. New York: McGraw-Hill Book Company, Incorporated. 
84” x 6”, pp. 190. Price: $3.50. 

Written for the patient to give him understanding of his 


complaint 


“Atlas of Tumor Pathology (Section IX—Fascicle 34) : 
Tumors of the Breast”, by Fred W. Stewart, M.D.; 1950 
Washington: Armed Forces Institute of Pathology. 104” x x 8”, 


pp. 114, with 68 illustrations. Price: $1.10. 

A section of the “Atlas of Tumour Pathology”, published 
under the auspices of the Subcommittee on Oncology of the 
Committee on Pathology of the National Research Council. 


“New Worlds and Old: Essays”, by Charles Singer; 1951. 
London: William Heinemann (Medical Books), Limited. 
74” x 5”, pp. 186. Price: 15s. 


Thoughts “on the frontiers between science on the one 
hand and philosophy, religion, tradition and history on the 


other”. 


“Warwick and Tunstall’s First Aid to the Injured and Sick: 
An Advanced Ambulance Handbook”, edited by A. P. Gorham, 
Ca.B,,. BR.C.8., L.B.CP., D.A.; Ninateenth 
1952. Bristol: John Wright and Sons, x 
284, with 288 illustrations. ‘Price: 6s. 6d 


For teachers of first aid and all who have to practise it. 


“Modern Headache Therapy”, by Arnold P. Friedman, M.D. ; 
1951. St. Louis: The C. V. Mosby Company. Melbourne: W. 
ee Proprietary, Limited. 9” x 5%”, pp. 164. 

rice: 42s. 


For the general practitioner and the medical student. 


“Human Blood Groups and Inheritance’, by Sylvia D. 
Lawler, M.D., and L. J. Lawler, B.Sc., with a foreword by 
R. R. Race, Ph.D., M.R.C.S.; 1951. London: William Heinemann 

ted. 73” x 5”, pp. 94, with six text 
figures. Price: 3s. 6d. 

An up-to-date account of the human blood groups for 
both the biologist and the lay reader. 


“Surgical Technique’, by Stephen Power, M.S., F.R.C.S.; 1951. 
London: William Heinemann (Medical Books), Limited. 
74” x 5”, pp. 390, with 198 illustrations. Price: 30s. 

Aimed at bridging the gap between the vade mecum and 
the standard text-book of surgery, especially in relation to 
minor technicalities. 


“Atlas of Tumor Pathology (Section V—Fascicle 18): 
Tumors of the Mediastinum”, by Hans George Schlumberger, 
M.D.; 1951. Washington: Armed Forces Institute of Path- 
ology. 104” x 8”, pp. 88, with 75 illustrations. Price: 75 cents. 

A section of the “Atlas of Tumour Pathology” published 
under the auspices of the Subcommittee on Oncology of 
the Committee on Pathology of the National Research 


Council. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Oarbon copies should 
mot be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE MEETING OF THE FEDERAL COUNCIL. 


Tue Federal Council of the British Medical Association 
in Australia has held a meeting at Hobart for the second 
time in its history. The first Hobart meeting took place 
when the fourth session of the Australasian Medical Con- 
gress was held at that city in 1934. That the venue of the 
Federal Council should not always be Sydney or Melbourne 
is an easily supported statement. In the ordinary course 
of events no congress is likely to be held at Hobart for 
at least six years, and it is all to the good that members 
of the Tasmanian Branch and in particular members of 
its Council have been able to meet and have informal 
discussions with Federal Councillors from other States, 
some of whom up to the time of the meeting were mere 
names to them. The next meeting of the Federal Council 
will be held at Melbourne just before the official opening 
of the eighth session of Congress, and members of all the 
Branches who care to become members of Congress will 
then be able to meet Federal Councillors and rub shoulders 
with them. 


Of fundamental importance among the subjects discussed 
at the recent meeting, which is reported in this issue, was 
the suggestion from the Parent Body in England that the 
subscription payable by members resident outside Great 
Britain or Northern Ireland, which at present stands at 
£1 11s. 6d., should be increased by half a guinea. At 
present the ordinary subscription payable by members resi- 
dent in Great Britain or Northern Ireland (we quote from 
the British Medical Association “Year Book, 1951-52”) is 
£4 4s. In the Old Country, as in the Australian Branches, 
certain amounts less than the “ordinary” subscription are 
payable by certain groups, but these need not concern us 
at present in regard either to Britain or to Australia. The 
important point is that, with all its far-reaching and varied 
activities, the Home Association is in financial difficulties 
and is looking for ways and means of increasing its 


revenue. The General Secretary of the Federal Council 
presented at the meeting a statement, drawn up by him- 
self, dealing with the whole subject. This statement is 
summarized in the report of the meeting and readers are 
advised to study it. The present position in short is that 
the Australian Branches are paying to headquarters in 
respect of every member the sum of £1 lls. 6d., but that 
the Parent Body is bearing the loss occasioned by the 
adverse exchange rate. Further, each of the Branches 
receive from the Parent Body a reimbursement of six 
shillmmgs in respect of every member and this sum is 
intended to be used in organization expenses of the 
Branch. Actually the amount of reimbursement is sup- 
posed to vary from four to six shillings, but the latter 
amount has always been paid to the Australian Branches. 
Here then are two ways in which the Home Association 
has shown its generosity to Australia. There is another. 
In 1935 when the Federal Council and the Australian 
Branches were passing through a difficult period, a con- 
ference was held at Melbourne between executive officers 
of the Association (from England) and the Federal 
Council, at which the late Sir E. Kaye Le Fleming pre- 
sided. (See THE MEDICAL JOURNAL OF AUSTRALIA, October 
19, 1935, page 557, and April 4, 1936, page 481.) The result 
of the discussion was that the Home Association granted 
to the Federal Council for three years the sum of £1000 
(Australian currency) towards its expenses. The whole 
event showed that the Parent Body did act up to its name. 
It is of interest to recall the words of the late N. Bishop 
Harman at the conference. Speaking as Treasurer, he 
said that the funds of the Association were the funds of 
the whole body and not of the Parent Body only; the 
Association was a mutual aid society, and when one of its 
parts required help, that help had to be forthcoming. We 
may conclude that the Parent Body has deserved well of 
the Australian Branches and that the latter should, if pos- 
sible, comply with the present request of the former. These 
words, “if possible’, are important; most events are pos- 
sible if the persons concerned wish to make them happen— 
“where there’s a will there’s a way” applies to medical 
organization as well as to other human activities. The 
payment to the Parent Body of an additional half guinea 
per member will mean that the Australian Branches will 
have to find each year approximately £3500 for trans- 
mission to England. Members of the Branches can easily 
calculate the indebtedness of their own Branch. Some 
Branches will find this payment difficult and may have to 
consider increasing their already high subscription rate— 
a very much higher rate than that paid by members 
resident in Great Britain. Some Branches may find it 
inexpedient to increase subscriptions. Let us leok at some 
of the suggestions that have been made. The severing of 
the link with Britain has been seriously mentioned once 
more. This would mean the establishment of an Aus- 
tralian Medical Association in affiliation with the British 
Medical Association, in the same fashion as the Canadian 
Medical Association, the South African Medical Associa- 
tion and the Indian Medical Association. Those who 
favour this idea point out that although members of an 
Australian Medical Association would not receive the 
British Medical Journal, they would still be able to attend 
any annual scientific meeting or conference of the British 
Medical Association and speak thereat, and would still 
be able to use any facilities provided by the British 
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Medical Association for the benefit of members. Those in 
favour of this idea are actuated, we should imagine, only 
by financial considerations, and so far no one seems to 
have pointed out to them that the establishment of an 
Australian Medical Association will cost money and that 
a central organization will have to be maintained. This 
will cost much more than the present annual per capita 
payment of the Branches to the Federal Council and would 
be likely to run away with every penny of the £3500 that 
will have to be sent to. England if the Parent Body’s 
present suggestion is accepted. One Federal Councillof did 
remark that it was better to be controlled by an authority 
13,000 miles away than by one close at hand of our own 
creation. Another remarked that it was ridiculous to 
contemplate the severing of old ties and the creation of a 
new body over the question of half a guinea. Again, we 
are a sentimental people and the word British Medical 
Association means something which bands us all together 
in a Commonwealth-wide union and is understood by the 
general public as of serious import. The idea that the 
taking of the British Medical Journal by members of the 
Association in Australia should be optional seemed to 
satisfy the ideas of some, but it was the general impression 
that the retention of the British Medical Journal was 
favoured. The final suggestion of the Federal Council that 
the payment by the Australian Branches should be 
£1 11s. 6d. sterling was adopted in the hope that the 
Parent Body would accept it. The total membership of 
the Association is 65,588, and of this number 14,376 are 
resident outside Great Britain and Northern Ireland. Of 
the 14,376, the members in the Australian Branches 
number 7493; New Zealand has 1907 members. We can 
be sure that when the views of such a high percentage of 
members non-resident in Great Britain and Northern 
Ireland are put to the Parent Body they will be listened 
to with respect and with a desire to keep the present 
make-up of the Association unchanged. 


Another matter dealt with by the Federal Council was 


the setting up of advisory committees in connexion with. 


the provision of benefits under the Pharmaceutical Benefits 
Act and with the Pensioner Medical Service. These matters 
had been discussed at previous meetings of the Council. 
It had been reported that excessive quantities or what 
appeared to be excessive quantities of expensive drugs 
had been prescribed by some medical practitioners and 
the Minister wished to be able to check any waste that 
was occurring. It was pointed out in the discussion, which 
all members should read, that all the circumstances had 
to be known before a charge against a practitioner could 
be sustained and that even then the practitioner had to 
be given the right to prescribe for his patient in the way 
that he thought to be necessary. Much the same kind of 
argument held in regard to the Pensioner Medical Service. 
The attendance of pensioners at a doctor’s consulting room 
was not in the hands of the doctor but of the patient, who 
often came just to have his mixture “repeated”. The 
Federal Council held, and rightly, that committees set up 
to deal with alleged abuses should be statutory bodies 
which could compel the attendance of witnesses, but that 
the infliction of penalties should be in the hands of the 
Minister. The committee would act as a fact-finding body 
and would indicate to the Minister what kind of penalty, 
if any, should be inflicted. It should be known as a super- 


visory committee. There is no doubt at all that the mere 
existence of a committee with statutory powers, composed 
of men well versed in the problems of general practice, 
would act as a deterrent to a practitioner who con- 
templated a departure from the straight and narrow path 
of professional righteousness. This has been found effec- 
tive in connexion with workers’ compensation practice 
where Branch Council Committees have no statutory 
powers. The Minister, if he is wise, will accept the full 
recommendations of the Federal Council. Practitioners 
will also read with satisfaction that the Federal Council 
has recommended to the Minister the adoption of new 
rates of payment for the Pensioner Medical Service— 
10s. 6d. and 12s. 6d. in place of 8s. and 10s. for consulta- 
tions in the surgery and visits respectively. The result 
of this recommendation will be awaited with more than 
usual interest.* 

Another matter decided by the Federal Council should 
be noted—the New South Wales Branch has been invited 
to arrange the ninth session of the Australasian Medical 
Congress (British Medical Association) to be held in 
Sydney in 1955. The intervals between congresses have 
been too short, and this decision will, we hope, give general 


satisfaction. 


Current Comment, 


OBESITY AND HEALTH. 


“One of the subtler and more serious health hazards of 
our time is obesity. It develops so gradually and under 
such pleasurable circumstances that treatment is often 
difficult. The victim, feeling hopelessly trapped in his own 
fat, tends to rationalise his condition.” This statement 
commences a review on obesity and its relation to health 
and disease by D. B. Armstrong, L. I. Dublin, G. M. 
Wheatley and H. H. Marks? from the Statistical Bureau 
and the Health and Welfare Division of the Metropolitan 
Life Insurance Company of New York. There are many 
indications that overweight is becoming of increasing 
importance in medical practice. More people are living to 
ages when adipose tissue is easy to acquire but difficult to 
lose, and with increasing living standards more fat- 
producing foods are eaten. It is difficult to assess how 
many people in a community are overweight, but it is 
estimated that in the United States of America at least 
one-fifth of the population over the age of thirty years is 
overweight. The ideal weights, allowing for age and body 
structure, for men and women are taken from the tables 
prepared by the Metropolitan Life Insurance Company. 
Overweight is defined as any deviation of 10% or more 
above the ideal weight for the person. A weight of 20% 
or more over the ideal weight is considered pathological 
and requiring correction. 

The association of overweight with many serious 
physical impairments is evident from numerous studies. 
Recent studies among 74,000 industrial workers showed 
at every age and in both sexes a steady progression in 
average blood pressure, both systolic and diastolic, with 
increase in body weight for height; the largest differences 
were at the later ages and among women. Other evidence 
from electrocardiograms and from autopsy material shows 
a definite association between overweight and circulatory 


2 Attention is drawn to an extract from the Commonwealth 
of Australia Gazette, Number 22, of March 13, 1952, which is 
printed as an addendum to the report of the meeting of the 
Federal Council. 

of the American Medical Association, November 
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The relation of obesity to diabetes and gall- 
stones is well known. Mortality rates show most clearly 
the bad effects of obesity. In this study the mortality of 
insured persons over a number of years in relation to body 
build was investigated. As all persons were omitted who 
had any impairment which would involve an extra 
premium or rejection for life insurance, and this includes 
obesity, the results understate the effects of overweight on 
mortality. As a group the overweight men had had a 
mortality well above the average at every age, and in 
general the greater the degree of overweight the higher 
the mortality. For example, the percentage of actual 
amongst expected deaths for men aged thirty to thirty- 
nine years was 84 for those of average weight, 120 for 
those 15% to 24% overweight, and 137 for those 25% to 
34% overweight. In each age group the figures were 
similar. Results of the same order were obtained for 
women. As to the cause of death, relatively the greatest 
excess mortality was found for diabetes and diseases of 
the gall-bladder. At ages over forty years the mortality 
from diabetes among overweight women, insured at stan- 
dard rates, was about three times as high as that among 
average and underweight women. There was a fairly 
steady rise in mortality with increasing weight in deaths 
from cardio-vascular and renal diseases. The most recent 
study has been carried out over the past twenty-five years 
on about 26,000 men and 25,000 women who were con- 
sidered sufficiently overweight to warrant their being 
charged a higher premium. The overweight men had a 
mortality in the aggregate one and a half times that of 
standard insured men. The men with pronounced obesity 
had a mortality of 79% above normal. Similar figures 
were found for women. Degenerative diseases of the heart, 
arteries and kidneys contributed most of the extra deaths. 


Obesity is an added handicap in many conditions and 
diseases. Pregnancy is much more difficult for the obese 
woman, and complications occur much oftener. Mortality 
after operations is greater among the obese, and post- 
operative embolism and thrombosis are significantly more 
frequent in overweight patients. The prognosis of persons 
with asthma and bronchitis is much impaired in obesity. 
While a great deal has been written about weight reduc- 
tion, factual material on the results, particularly over a 
long term, is scanty. Endocrine factors in the etiology of 
obesity cannot be disregarded, but obesity explainable 
solely on the basis of endocrine dysfunction is rare. At 
least 95% of cases of overweight are due to overeating. 
As reduction of weight is not easy and only a minority of 
subjects who start on a weight-reducing programme persist 
long enough to reap maximum benefits, prevention is the 
best solution, but this, too, needs strength of mind on the 
part of the subject. 


changes. 


SYMPATHETIC OPHTHALMIA AND ITS CAUSE. 


ReEcENTLY reported German work holds out the possi- 
bility that the etiology of sympathetic ophthalmia may 
soon be clarified. In a paper from the Heidelberg Univer- 
sity Eye Hospital, Eugen Schreck,! who is the professor 
of ophthalmology, reports the experimental demonstration 
of what he believes to be the microorganism responsible. 
The demonstration was made by passage through chickens’ 
eyes and by cultivation of the pathogens on the chorio- 
allantois of chick embryos. The work, as reported in 
this paper, is in some respects unsatisfactory, and the 
results are scarcely as conclusive as Schreck would sug- 
gest. Nevertheless, they are of sufficient importance to 
command wide interest. Schreck points out that in 
previous papers he presented histopathological 
evidence by which he has sought to show the process by 
which sympathetic ophthalmia “breaks out, persists and 
migrates”. Furthermore, he has produced illustrations of 
“microbiological changes in the human eyeball and optic 
nerve which in size, form, and staining quality were sug- 
gestive of the exciting agent of sympathetic ophthalmia’”’. 


1951. 


14.M.A. Archives of Ophthalmology, November, 


In the present paper he describes experiments with 


material from human eyes involved in sympathetic 
ophthalmia, both the exciting eye and the sympathizing 
eye. The aqueous of exciting eyes was used twice, the 
aqueous of sympathizing eyes seven times and uveal 
material from exciting eyes three times. The material was 
injected into the vitreous or into the aqueous chamber of 
the right eyes of chickens, with the production of chronic 
uveitis in the injected eye and also in the untouched eye 
in a high proportion of cases. Material from both eyes 
of the affected chickens was used for succeeding passages; 
in all, injections were made into the right eyes of 121 
chickens. Schreck states that in one instance a sixth pas- 
sage was going on when the paper was written. With 
successive passages the sympathetic infection has become 
more virulent. In a few cases chronic uveitis was not 
elicited in either eye, despite repeated inoculation; the 
chickens concerned are regarded by Schreck as being 
resistant, possibly immune, to the sympathetic infection. 
Intraocular inoculation of pigeons, rabbits and guinea-pigs 
produced uniformly negative results. Inoculation of the 
chorio-allantois of the chick embryo was carried out in 217 
cases, with growth of what Schreck regards as the exciting 
agent of sympathetic ophthalmia. He states that if the 
prescribed precautions are observed, this procedure is 
almost invariably successful. The microorganism previously 
described by Schreck as suspected of being the exciting 
agent of sympathetic ophthalmia can also be seen, he 
states. in the histological sections of the chicken eye, in 
the eyeball and the orbit of the sympathizing eye, and in 
the entire optic nerve and the chiasm. It is seen only in 
certain selective areas—the adventitial cells of the vessels 
and nerves, the perivascular and perineural tissue spaces, 
and their border cells. 


Schreck’s hypothesis, based on this work, is that the 
exciting agent of sympathetic ophthalmia remains 
stationary as a saprophytic harmless parasite in the con- 
junctival sac, in its epithelial cells, in the adventitial 
cells of the conjunctival and episcleral vessels, in the 
vessels of the limbal arcade and in the endothelial cells 
of Tenon’s capsule. It becomes virulent and pathogenic 
only when it comes into contact with uveal tissue. This 
can follow opening of the corneo-scleral barrier by, for 
example, a perforating injury, operation or perforating 
malignant tumour. Inoculation of the lens causes Type I 
and invasion of the uveal tract causes Type II of the types 
of sympathetic ophthalmia described by Schreck. If this 
hypothesis and the underlying findings can be sub- 
stantiated, the clinical applications will be important. 
Early diagnosis could be made in a case of suspected 
sympathetic ophthalmia by growth of the organism on 
the chorio-allantois of the chick embryo and by its demon- 
stration through inoculation of the chicken eye; material 
could be obtained by paracentesis of the anterior chamber 
of the suspected eye. Schreck points out that in view of 
the general experience with the Rickettsia group of 
organisms, to which the organism described by him seems 
to be related, sulphonamides and penicillin are not likely 
to be helpful in treatment. On the other hand, aureomycin, 
chloramphenicol, p-aminobenzoic acid and p-aminosalicylic 
acid should be worth trial. He emphasizes the continued 
validity of older methods of treatment, including early 
enucleation of the suspected eye. 


Accompanying Schreck’s paper is a special editorial note 
by Francis H. Adler, which seems to supply any further 
necessary comment. Adler points out that Schreck’s paper 
does not entirely satisfy the criterion related to control of 
data normally required by the Editorial Board of the 
A.M.A Archives of Ophthalmology. For example, there are 
no control injections from non-sympathetic cases. This, 
as he states, seems particularly important because of 
Schreck’s suggestion that the organism may lie dormant 
in the extraocular tissues and be activated when it comes 
in contact with the uveal tissue. However, the conclusions 
drawn, particularly in connexion with the use of anti- 
biotics in relation to eye injuries, are so important that the 
article is published to encourage comparable investigations 
by other workers. It will be soon enough to pass judge- 
ment when others have published their results. 
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Abstracts from Medical 
Literature, 


THERAPEUTICS. 


Radiotherapy and Testicular 
Neoplasms. 


G. Bopen anp R. Gissp (The Lancet, 
December 29, 1951) state that it is 
insufficiently appreciated that X-ray 
therapy renders the prognosis of 
testicular neoplasms relatively favour- 
able. These tumours include some of 
the most rapidly growing and widely 
disseminating cancers, which are amen- 
able to surgery only when the disease 
is confined to the primary site. Once 
metastatic spread has occurred, and 
the lymph nodes in the para-aortic or 
iliac areas have become _ involved, 
radical surgical intervention becomes 
of very problematical value, both 
because of technical difficulty and 
because the full extent of the diseased 
tissue is impossible to determine. The 
authors report their experience with 
128 cases of testicular neoplasm. They 
state that simple orchidectomy for 
testicular tumours has been successful 
in eradicating the disease in only 25% 
of early cases. Simple orchidectomy 
followed by X-ray therapy has been 
successful in 49% of cases. In early 
eases of seminoma, a five-year survival 
rate of 80% has been obtained by this 
method; but the prognosis for tera- 
toma is much less favourable. The 
results obtained with orchidectomy and 
radiotherapy are not regarded as 
differing greatly from those reported in 
the recent past by other radiotherapy 
centres; but in the authors’ experience 
the favourable results obtainable are 
not widely known, and consequently 
many patients are not being given the 
chance of treatment. The authors con- 
sider that every patient with a testicu- 
lar neoplasm who has been treated by 
orchidectomy should be referred for 
X-ray therapy, irrespective of the 
nature of the tumour or the presence 
of metastases. 


“Antabuse.” 


P. W. DALE AND F. G. EspauGu (The 
Journal of the American Medical 
Association, May 26, 1951) discuss 
personality structure in relation to 
administration of tetraethylthiuram- 
disulphide (‘“Antabuse’’). They state 
that this drug alters the normal 
mechanism of ethyl alcohol; as a result 
acetaldehyde forms in the blood-stream, 
with considerable toxic effect on the 
cardio-vascular system. If the patient 
under “Antabuse” treatment takes 
alcohol, he becomes so ill as to have 
to cease taking alcohol. Among 60 
patients, the authors found certain 
psychological effects following alcohol 
withdrawal—hypochondriasis, hostility, 
anxiety, and other drug addiction. 
These, however, are rare. Usually the 
patient adapts himself readily to the 
treatment. Psychotherapy is recom- 
mended to be given coincidently with 
administration of “Antabuse”. 


Lupus Erythematosus and ACTH. 


J. H. Hasgrick et alii (The Journal 
of the American Medical Association, 
June 16, 1951) discuss the treatment of 
systemic lupus erythematosus with 
cortisone or ACTH. They state that 
first the condition has to be stabilized 


with cortisone and ACTH, and then a 
maintenance dose has to be employed. 
Large doses are most effective. Acute 
lupus crises were treated in four cases. 
The plasma lupus test gave positive 
results. Fever, joint pains, pleural 
effusion, pallor and low blood pressure 
were noted. Shotty nodules were felt 
in the posterior cervical region. Leuco- 
cytes numbered 1500 per cubic milli- 
metre, and the urine contained albumin 
and numerous red and white cells. 
There were no eosinophile cells in the 
blood. Cortisone was given in a dosage 
of 50 milligrammes in milk every six 
hours by mouth without benefit, then 
50 milligrammes every two hours intra- 
muscularly for one day with benefit, 
but administration of 50 milligrammes 
every four hours was followed by 
relapse. Resumption of two-hourly 
injections produced clinical but not 
biochemical or pathological benefit. 
Later ACTH was given and the dosage 
was eventually reduced to 40 milli- 
grammes per day with good clinical 
results. ACTH was usually most help- 
ful in the acute crises. A dose of 200 
milligrammes of either drug per day 
was usually satisfactory, and later the 
daily dose was gradually diminished. 
Sixteen patients were treated, and both 
cortisone and ACTH were found effec- 
tive in the acute crises. Larger doses 
were necessary when there was no 
response to 200 milligrammes per day. 
Later a smaller maintenance dose 
sufficed. In one case a dose of 100 
milligrammes per hour was necessary. 


“Priscol.” 


N. FRANK et alii (Annals of Internal 
Medicine, July, 1951) report the effects 
of “Priscol” in the treatment of peri- 
pheral vascular disease. They discuss 
and discard the therapeutic use of 
diethyl ether, histidine and ascorbic 
acid, vitamin H, dibenamine and tetra- 
ethyl ammonium. They consider that 
tetraethyl ammonium is useless thera- 
peutically and diagnostically, not to say 
dangerous. They state that “Priscol” 
has been favourably reported on by 
many authors. In a dose of 50 to 75 
milligrammes it is said to have a 
dramatic effect in cases of Raynaud’s 
disease, causalgia and  vasospastic 
states; in cases of arteriosclerosis and 
thromboangiitis obliterans it is useful, 
but not so spectacular. The authors 
have treated 22 patients suffering from 
arteriosclerosis, hypertension, thrombo- 
angiitis, diabetes, angina, frostbite and 
Raynaud’s disease. The drug was given 
orally in divided doses of 50 milli- 
grammes four or five times in twenty- 
four hours as a rule. Intravenous 
dosage was 50 milligrammes three or 
four times daily. Claudication was 
abolished or lessened, feet were warmer, 
ulcers due to frostbite or thrombo- 
angiitis healed, and blood pressure was 
lowered. The arteriosclerotic patients 
also improved. 


ACTH and Cortisone in Skin 
Diseases. 


W. F. Lever (The New England 
Journal of Medicine, September 6, 1952) 
describes the effects of ACTH and 
cortisone in the treatment of 70 
patients with cutaneous diseases. He 
states that acute systemic lupus ery- 
thematosus, dermatomyositis, pem- 
phigus and chronic idiopathic general- 
ized exfoliative dermatitis respond well 
with early treatment. BHither cortisone 
or ACTH can be used because the 


adrenal glands are capable of respond- 
ing adequately. Intramuscular ACTH 
therapy is two and a half times as 
effective as intramuscular or oral 
cortisone therapy. Intravenous ACTH 
therapy is five to ten times as effective; 
in this method ACTH dissolved in 500 
millilitres of 5% dextrose solution is 
given by constant drip for eight hours 
a day for doses of 20 milligrammes, and 
twelve hours a day for doses of 30 or 
40 milligrammes. An amount of 100 
milligrammes of ACTH given intra- 
muscularly is the average daily dose at 
first, but 200 to 300 milligrammes per 
day may be needed in severe cases. 
Small children need half the adult dose. 
If the disease does not respond the dose 
should be increased within a few 
days. If fluid retention occurs with 
cardiac decompensation, salt and fluid 
intake should be restricted. Alkalosis 
should be prevented by prophylactic 
doses of potassium chloride three to six 
grammes daily by mouth. If severe 
infection threatens or occurs, ‘“Chloro- 
mycetin”, aureomycin or terramycin 
should be given. In cases of lupus renal 
failure may occur and cause death. For 
pemphigus doses of 300 milligrammes 
daily may be needed for a week or two. 
Chronic exfoliative dermatitis responds 
well. Intramuscular injection of 100 


‘milligrammes of ACTH per day may be 


sufficient. If relapse occurs, treatment 
may be repeated. Drug eruptions fol- 
lowing administration of penicillin, gold 
or other preparation respond to 100 
milligrammes of ACTH given daily for 
up to three weeks. Erythema multi- 
forme responds well. Contact derma- 
titis also responds with ACTH. 
Psoriasis responds, but relapse quickly 


occurs. The same applies to atopic 
eczema. Chronic discoid lupus ery- 
thematosus, dermatitis herpetiformis 


and sarcoidosis all were found to 
respond to ACTH, but relapse soon fol- 
lowed. Only one patient with sclero- 
derma obtained a good result. With 
mycosis fungoides no benefit resulted. 


ACTH and Burns. 


F. H. Apams et alii (The Journal of 
the American Medical Association, May 
5. 1951) discuss the use of ACTH for 
severely burned children. They state 
that there are theoretical objections to 
the treatment, but three children 
treated by the authors had diminution 
of fever, increase in Calorie intake, and 
improvement in emotional status, with- 
out interference with wound healing or 
the “take” of skin grafts. One patient 
received the hormone for five days, and 
the other two received it for thirty and 
one hundred days respectively. A dose 
of 10 to 20 milligrammes of ACTH was 
given every six or eight hours for 
varying periods with intermissions. 
Moonface developed in one patient. The 
children’s ages were between four and 
eleven years. 


Streptokinase-Streptodornase in 
Ameebic Abscess. 


S. Suerry et alii (A.M.A. Archives of 
Internal Medicine, December, 1951) 
found that the “anchovy-sauce” 
exudate present in ameebic abscess of 
the liver is largely composed of nucleo- 
protein derived from the destroyed liver 
cells. They found also that strepto- 
dornase caused a rapid and striking 
lysis of the exudate both in vitro and 
in vivo, and they successfully treated 
a patient suffering from amebic 
abscess of the liver with instillations of 
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streptokinase-streptodornase followed 
by appropriate drainage. Chloroquine 
phosphate and terramycin were 
administered by mouth also. 


Treatment of Human Ascariasis with 
“Hetrazan”. 


E. H. LouGuHuin et alii (The Lancet, 
December 29, 1951) report their ex- 
periences in the treatment of human 
ascariasis with “Hetrazan”’. They con- 
sider that “Syrup of Hetrazan”, because 
of its excellent anthelmintic efficiency, 
its low toxicity and its ease of adminis- 
tration, is the anthelmintic of choice 
for the treatment of human ascariasis, 
and would be useful for mass treatment 
in eradication campaigns. 


NEUROLOGY AND PSYCHIATRY. 


The Problem of Diagnosis in 
Paranoic Disorder. 


HuBERT BONNER (The American 
Journal of Psychiatry, March, 1951) 
states that there is a reluctance to 
diagnose paranoia (or a paranoic) and 
a preference for the title paranoidal 
schizophrenia. He gives as reasons the 
traditional rarity, the infrequent 
certification, the litigious propensities 
and the often dangerous trends of this 
type of patient. He states that paranoia 
differs from paranoid conditions only in 
degree. The paranoic is a suspicious 
person with a logic-tight delusional 
system. The onset of the condition is 
slow and relatively late (thirty-five to 
fifty-five years). The  paranoidal 
schizophrenic personality is only super- 
ficially intact, and shows bizarre or 
eccentric delusions; impaired affectivity 
is usual, and hallucinations are fairly 
common. The paranoic comes from an 
authoritarian and excessively dominat- 
ing and critical environment. Chronic 
rage and delusions of persecution are 
retaliations against the cruelties and 
injustices of his early suffering. Bound- 
less ambition often drives the paranoic 
beyond his capacity to achieve and 
accentuates the disorder. Marital dis- 
harmony is found to be _ universal, 
intellectual superiority is usual, and 
most are extroverts of gloomy tempera- 
ment. Homosexuality, overt or repres- 
sed, constipation and hypertension are 
common findings. There appears to 
be no clear break between the pre- 
psychotic and the psychotic make-up of 
the paranoic. 


Effect of Prefrontal Lobotomy on 
Schizophrenic Patients. 


Cc. W. Buck, H. B. CARSCALLEN AND 
G. E. Hoxsss (A.M.A. Archives of 
Neurology and Psychiatry, February, 
1951) have set out to present a mele 
picture of the reactions of a group of 
patients with chronic psychoses to 
psychosurgery. They discuss the 
various gloomy prognoses of other 
authorities on leucotomy in chronic 
schizophrenia and state that it is neces- 
sary to establish the advantages of the 
procedure over the personality deficits 
resulting from it. They have investi- 
gated a group of 49 subjects of 
leucotomy in a hospital over a six- 
months period. There were 44 male 
and five female subjects, chronic 
schizophrenics, chiefiy paranoid, ~ of 
long standing. The investigations were 
along clinical lines, and a study of 
intellectual changes as shown by the 
Wechsler-Bellevue scale before and 


after operation was carried out. The 
authors consider that a six-months 
post-operative check is not enough, but 
that the minimum time is two years 
after operation, an over-all period of 
four years being optimal. The follow- 
ing conclusions were reached: (i) 
Clinical changes in the group after 
leucotomy within six months involved 
diminution in the intensity of symp- 
toms and improvement in behaviour; 
the basic schizophrenic nature of the 
patients was not greatly changed. (ii) 
Predictions for prognosis should be 
cautious during the six-months period, 
as relapses and exacerbations are fre- 
quent at this time. (iii) Age and reac- 
tion to any previous treatment are of 
no value as prognostic criteria; the 
length of the illness seems significant, 
however, subjects of psychoses of over 
less 


five years’ duration reacting 
favourably. (iv) There is no indication 
that the intellectual functions as 


measured by intelligence tests of the 
chronic schizophrenic are adversely 
affected up to the six-months post- 
operative time level; there is a general 
rise, most pronounced in the perform- 
ance sphere, above the pre-operative 
level. 


Lobotomy in Veterans. 


L. DruBin (The Journal of Nervous 
and Mental Disease, March, 1951) pre- 
sents a follow-up report on 62 war 
service veterans who had prefrontal 
lobotomy. All except two have been 
under observation post-operatively for 
at least eleven months. The longest 
period was four years. The author 
states that 17 are greatly improved, 
19 moderately and 17 slightly improved: 
nine are unimproved. Only two patients 
have made a satisfactory occupational 
adjustment. Twenty have developed 
convulsive seizures since operation. In 
some cases the loss of the patients’ 
more desirable qualities is associated 
with the over-all improvement. The 
eauthor considers that in spite of these 
findings lobotomy is the treatment of 
choice at the present time for chronic 
agitated, hyperactive or self-destructive 
psychotic patients who have failed to 
improve with all other types of therapy 


Diagnosing Mental Deficiency in 
Psychotics. 


Lester DrRUBIN AND MArTIN SINGER 
(The American Journal of Psychiatry, 
August, 1951) state that the differential 
diagnosis between a psychotic reaction 
and a psychotic reaction with mental 
deficiency is important because of the 
implications regarding prognosis and 
treatment. Of 21 patients diagnosed as 
suffering from psychotic reactions and 
mental deficiency, reexamination re- 
vealed that mental deficiency could be 
excluded in four-fifths of the group. It 
is suggested therefore that all patients 
who have been diagnosed as suffering 
from psychosis and mental deficiency 
be reevaluated through a careful review 


of the case history and psychiatric 
examinations made by competent 
persons. 


The Hypnotic and Hypnotherapeutic 
Control of Severe Pain. 


+ HAROLD ROSEN (The American Journal 
of Psychiatry, June, 1951) states that 
all experience has its origin in sensory 
data which have been classified as 
feeling and emotion rather than sensa- 
tion and perception; for example, 


physical pain may be substituted for 


anxiety or guilt. Pain can be con- 
trolled by interruption of the passage 
of the sensory impulse (for example, 
by nerve block), by diminution or 
abolition of perception of the sensory 
impulse (for example, by narcosis), or 
by central diminution (for example, 
lobotomy or hypnosis). In the author’s 
experience only 25% of patients could 
be hypnotized deeply enough for the 
hypnosis to be of clinical value. 
Various techniques were used; for 
example, deep sleep was suggested for 
metastatic carcinomatosis. It was sug- 
gested that the patient felt nothing in 
the case of a psychologically based 
pain. The author states that abreaction 
of hostility and guilt may result in 
disappearance of pain. He warns 
against certain dangers in depriving a 
patient of the support that he receives 
from his symptoms without attempting 
to substitute something positive in 
their place. 


inferiority Feelings and Hostility. 


Leon J. Saut (The American Journal 
of Psychiatry, August, 1951) states that 
feelings of inferiority generally stem 
from warping and impairment of the 
emotional development, which result 
from various abuses in the rearing of 
children. The feeling of inferiority, 
which may or may not be fully con- 
scious, is reacted against in a number 
of ways, of which three are of 
particular importance: overcompensa- 
tory egotism, power-seeking and hos- 
tility. We live in a world in which 
feelings of inferiority are widespread. 
This betokens a widespread amount of 
emotional crippling. Emotional cripples, 
reacting against their feelings of 
inferiority with exaggerated egotism, 
power-seeking and hostility, should be 
recognized as such, for they play an 
important part in creating the prob- 
lems of the world, between nations, 
within nations, and even in small 
groups. 


A Rare Cerebellar Syndrome. 


L. HALPERN (The Journal of Nervous 
and Mental Disease, August, 1951) 
describes three cases of the syndrome 
of sensorimotor induction in combined 
cerebellar and labyrinthine injury. He 
states that motor disturbances are the 
chief feature. They show themselves 
as homolateral disequilibration on the 
affected side of the body. An outward 


and downward deviation shows itself 
in optic, tactile and haptic spheres. 
Inter alia there is monocular or 
binocular micropsy and macropsy, 


change in size of handwriting, change 
in perception of size of objects, and 
one-sided faulty estimation of weights 
and vibration. 


Music and Psychoses. 

BENJAMIN SIMON et alii (The Journal 
of Nervous and Mental Disease, July, 
1951) discuss the recognition and 
acceptance of mood in music by 
psychotic patients. They state that a 
belief in the therapeutic potentialities 
of music has existed through the ages, 
but its systematic application is still in 
its infancy. Eight musical selections 
were played to series of normal, schizo- 
phrenic, manic and depressive subjects. 
The musical items were happy and sad. 
The study showed a considerable simi- 
larity between responses by normal 
persons and psychotics. There is, how- 
ever, a wide variation between individ- 
uals, suggesting the need for further 
research and the individual approach. 
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XIII. 


ENDOCRINE THERAPY IN GYNASCOLOGICAL 
CONDITIONS. 


A THEORETICAL UNDERSTANDING of the sexual cycle and its 
hormonic mediation is necessary for rational therapy, but 
the practical application of hormones is often disappointing 
and to some extent empirical. Experiments on animals 
show marked species variation, and conclusions are not 
always directly transferable to humans. The multiplicity 
and interaction of the endocrine systems are a stumbling 
block, as is the difficulty in estimating dosage of hormones 
and applying them in proper time-sequence with the natural 
rhythm of the cycle. There are difficulties in defining 
adequate dosage owing to variability of absorption, the 
multiple routes by which they may be administered, as 
well as variation in individual responsiveness. There may 
even be refractoriness of some target organs such as the 
breast or genitalia in their response to what should be 
adequate circulating hormone. Certain inductor factors or 
endocrine receptors have been postulated to allow the end 
organs to respond. In comparing the potency of different 
hormones having multiple actions, there is always the prob- 
lem of deciding which particular organ, or shade of physio- 
logical action, should be selected for comparison. 


Further trouble arises in defining the conditions to be 
treated, for many complaints are in themselves complex 
syndromes, such as sterility or abortion, rather than disease 
entities dependent on a specific etiological factor. Patients 
present with an end-symptom such as amenorrhea, dys- 
menorrhea, or menorrhagia, which may result equally well 
from causes operating at various antecedent levels. It 
becomes impossible therefore to discuss treatment entirely 
apart from diagnosis. Confusion is added by the number of 
trade names applied either to particular extracts or pure 
chemical substances. 

The specialist may well toy with the refinements of diag- 
nosis and therapy, but for the busy practitioner there is an 
excuse for a more didactic presentation based on personal 
experience and consummating the experience of others. 
Dosage is that which has been found to be a reasonable 
average, and the use of hormones does not necessarily 
exclude other medical or surgical measures. Treatment of 
the varieties of abortion, inhibition of lactation and purely 
obstetrical conditions is not discussed. 


The Armamentarium. 


Basic sexual physiology assumes that the end symptoms 
in the somatic structures, particularly the genitalia, are the 
direct result of a group of chemical substances produced 
mainly from the gonads. A great deal is known about these 
so-called secondary sex hormones. They all belong to the 
sterol family, and their similarity of structure leads to some 
overlapping of action. As they are available in pure form, 
there is no important difference between commercial brands, 
dosage can be given in milligrammes, and their use is pure 
substitution therapy. They can be conveniently considered 
in three groups, androgens in the male, cestrogens and 
progesterones in the female. 


@strogens. 


The collective term cestrogens covers a group of sub- 
stances produced naturally from the ovary or their further 
chemical elaborations, as well as other unrelated pure syn- 
thetics. The natural substance is estradiol which is trans- 
formed to estrone and estriol, and excreted in the urine in 
conjugated form. 


@stradiol Benzoate—The ester form delays absorption, 
giving a “spread-over” effect, so that it can be given con- 
veniently twice weekly by injection. 


Conjugated Mistrogens. — Conjugated estrogens are 
obtained from the urine of pregnant mares. They are orally 
active and claimed to be not very toxic. 


is a synthetic 
elaboration of the natural sterol, orally active and highly 
potent. The usual tablets are 0°01 milligramme and 0:05 
milligramme. 


Stilbene Derivatives.—Stilbeestrol, diencestrol and hexcestrol 
are pure synthetics, orally active, with a toxic range pro- 
portional to their activity, the margin being not much above 
the therapeutic limit. The last two are weak cestrogens, 
and there is a preference to revert back to stilbcestrol, useful 
strengths of which are 0:1, 0:5 and 1:0 milligramme. 


Having regard to comparative therapeutic dosage, the 
toxicity increases in the order listed. It will be found con- 
venient to become used to only a limited variety, and this 
may well be ethinyl-cestradiol or stilboestrol, and occasionally 
injections of cestradiol benzoate. A useful generalization for 
comparison is that ethinyl cestradiol is twenty times as 
strong as stilbestrol, which itself is twice as strong as 
conjugated estrogen, four times as strong as diencestrol, and 
sixteen times as strong as hexeestrol. Ethinyl cestradiol 
0:05 milligramme, stilbcestrol 1:0 milligramme, diencestrol 
milligrammes and hexestrol 16-0 milligrammes are about 
equivalent. Cistradiol-benzoate 5:0 milligrammes given twice 
weekly by injection is about equal to stilbeestrol 2-0 milli- 
grammes daily given continuously by mouth. 


Progesterones. 
Progesterone.—Progesterone is the sterol from the corpus 
luteum and placenta. As it is not an alcohol, no ester can 
be made to give it the enhanced “spread-over” effect, hence 
it must be given daily by injection instead of every third 
day. It is excreted in the urine as the inert pregnanediol. 


Ethisterone.—Ethisterone is an orally active synthetic 
elaboration, anhydro-oxyprogesterone. The usual tablets are 
5-0 and 10:0 milligrammes which weight for weight are about 
one-quarter as strong as injected progesterone. 


Androgens. 


Testosterone Propionate.—Testosterone propionate is the 
sterol from the interstitial cells, in the form of an ester 
which is given twice weekly by injection. While not itself a 
17-ketosteroid, testosterone is excreted as such in the urine. 
There are numerous other sterols, mostly from the supra- 
renal, having some virilizing effect. In general all the 
sterols, except cestrone, having a ketone linked to the 17 
position in the molecule, have some androgenic effect. These 
can be collectively estimated by a colorometric test and the 
daily excretion gives some index of virilism. 

Methyl-Testosterone.—Methyl-testosterone is an _ orally 
active form, about one-quarter as potent as testosterone 
propionate by injection, the usual tablets being 5-0, 10-0 or 
25°0 milligrammes. 


. Gonadotropes. 


The term gonadotrope is applied to those hormones which 
exert a trophic or growth-stimulating influence in the 
gonads. These primary sex hormones from the pituitary 
level do not act directly on the body, but only through the 
intermediary of the gonads and the other target glands. 
This introduces complications of dosage and timing which 
severely limit their usage. Gonadotropes are complicated 
chemical substances, not very stable, not commercially 
available in purified form, nor in well-standardized dosage. 


They must be given by injection, may produce allergic reac- ~ 


tions from linkage with foreign protein, and are secreted 
by the pituitary in both male and female without being 
specific for the sex. Other varieties are produced from the 


-chorionic tissue of pregnancy when they can be extracted 


from the body fluids and urine. Different shades of action 
on the gonad can be produced by the several types, and in 
different species, that from the pituitary consisting of a 
follicle-stimulating and a luteinizing component. It might 
be supposed that these primary sex hormones would supply 
the key to the treatment of most disorders. This may well 
be so in the future as there are favourable reports from 
high dosage given intravenously. Their use at present is 
disappointing and there are few conditions in which they are 
of value, except for the laboratory diagnosis of pregnancy 
and its aberrations. 


Follicle-Stimulating Type.—The most potent is the equine 
serum gonadotrope, obtained from the serum of pregnant 
mares. In the male it stimulates spermatogenesis. 


Luteinizing Type—That extracted from pregnancy urine 
is said to be mainly follicular luteotrophic in the female, 
and interstitial-cell stimulating in the male. It is again 
“anterior-pituitary-like”, being produced from the chorionic 
cells, and is the basis of pregnancy tests. In pathological 
hyperactivity of the cells, mole and cancer, it is present in 
high titre. 


Mixed Types.—lIt is claimed that if the urinary form is 
blended with a direct extract from the pituitary gland, a 
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synergic action is obtained with more complete follicular 
maturation. 

Closely integrated with the endocrine and the autonomic 
nervous system is yet another level situated in the central 
nervous system. Centres in the hypothalamus may influence 
the pelvic viscera and their blood vessels rapidly through 
nervous connexions in the cord, or more slowly by the 
primitive hormone chain through the pituitary and its stalk. 
The psychosomatic aspect of disorders of the sex and 
reproductive systems is therefore always to be considered. 


Methods of Administration. 


The water-soluble gonadotropes must be given by intra- 
muscular injection, but the sterols may be introduced into 
the body in a number of ways. Most synthetic cstrogens, 
ethisterone, and methyl-testosterone are given by ingestion. 
Higher effective dosage, especially with methyl-testosterone 
and ethisterone, is obtained by using special tablets, or 
linguettes, placed under the tongue or in the buccal cleft of 
the cheek as they escape inactivation in the liver. Methyl- 
testosterone and ethisterone given orally are about one- 
quarter as potent weight for weight as_ testosterone 
propionate and progesterone given by injection, and 
stilbcestrol is roughly equivalent to estradiol benzoate. 


Oily solutions of the natural sterols such as progesterone 
are given by intramuscular injection and are absorbed in 
about a day. The esters, estradiol benzoate and testosterone 
propionate, last several days and are given twice weekly. 
To prolong the action from days to weeks, crystalline 
aqueous suspensions are prepared for intramuscular injec- 
tion. By implanting large pellets of fifty to one hundred 
milligrammes in the subcutaneous tissue, the action of slow 
surface absorption may be extended to months. Strict 
asepsis must be used, and progesterone in particular, which 
may be used in such large doses for habitual abortion, has 
a great tendency to be extruded unless deeply placed. 


In suitable ointment bases, hormones may be inuncted 
into the skin and have been suggested for use in cosmetic 
creams and hair restorers. One breast may be developed 
beyond the other by local rubbing with cstrogens, and 
androgens similarly applied develop the external genitalia. 
It is in the vagina and vulva that the local effect of 
cestrogens is most»marked, even although the amount con- 
tained in the pessaries or ointments is small. Pessaries are 
best inserted at night with the blunt base upwards and they 
may be cut with scissors for infants. 


The Menopausal Syndrome. 


The menopausal syndrome provides probably the most out- 
standing occasion for use of the hormones because of the 
frequency of distressing symptoms and the degree of relief 
which can be expected. A distinction can usefully be made 
between “menopause’”’—literally cessation of the menses— 
and “climacteric” or change of life, signifying the whole 
transition period during which certain changes in function 
and body structure occur. The endocrine adjustment is 
spread over a variable period of time, often up to two years, 
and the most distressing symptoms may precede or follow 
the actual cessation of the flow, the average age of which 
in Australia is forty-seven years. Symptoms are trouble- 
some in half the cases and less than one-quarter justify 
treatment. 


The mistake must not be made of attributing every vague 
symptom or change of mood to cstrogen lack, or of over- 
looking organic disease. The symptoms are variable, but 
include: (a) Cessation of the menses, often with irregularity 
and through anovulatory cycles. (b) Features referable to 
the sympathetic nervous system, particularly the hot 
flushes; but many others, chilly feelings, sweating, giddiness, 
paresthesis and feelings of distension. The flushes may 
show a preference for the night and are often described as 
radiating out from the bosom. They are the main standard 
by which the severity of the menopause is measured. They 
are more noticeable to the patient than to her friends, but 
they cause considerable subjective distress, and unless they 
are reduced there is no relief from other subjective feelings. 
(c) Psychical symptoms, particularly depression and 
emotionalism, the severity of which may have some relation- 
ship to previous stresses. (d) Certain constitutional features, 
obesity, arthritis, dermatitis, as well as the onset of local 
retrogressive changes in the genitalia. 


The mode of production of symptoms is believed to be, not 
so much estrogen lack which produces the local tissue 
changes, but rather unrestrained pituitary activity which 
causes the neuro-vascular and psychological symptoms. The 
primary gonadotropes and secondary sterols are normally 


balanced in a state of dynamic equilibrium. Cessation of 
ovarian function is associated with structural changes in 
the pituitary and excess gonadotrope in the urine. The 
rationale of therapy is to give symptomatic relief by 
balancing the hormones with estrogens and inhibiting the 
pituitary. 

CEstrogen dosage is governed by the principles of giving 
the smallest amount which will reasonably control the symp- 
toms, giving it only for a limited period with rest intervals, 
and weaning the patient by reducing the dosage. The aim 
is merely to let the patient down more gently over the time 
of readjustment until pituitary activity wanes also. Dosage 
is largely empirical and arrived at by adjustment to 
individual needs. Much harm can be done by indiscriminate 
and excessive use of cestrogens which not only upset the 
patient, but add the disability of withdrawal bleedings from 
a hyperplastic endometrium. The menopausal woman is 
excessively sensitive, and with smal] over-dosage may suffer 
nausea, headache, depression, painful breasts and perhaps 
even return of vasomotor effects from a refractory state. It 
is advisable therefore to arrive at the optimum maintenance 
dose by a process of increment from a low dose, control 
being judged by (a) the subjective feeling of the patient, (bd) 
the number of flushes daily which can be counted and 
recordei—ten or twenty may be reduced to a few or none, 
and (c) examination of cewstrous vaginal smears—not very 
helpful in the human. 

Any estrogen giver in the correct dosage is effective, but 
with the confusing multiplicity it is better to use only one 
or two. This may conveniently be stilbestrol or ethinyl 
estradiol, the latter being ten to twenty times the stronger. 
Half to one milligramme of stilbcestrol will usually produce 
some feeling of well-being, with control of the flushes whith 
will relapse two weeks after cessation. This dosage range 
will control the average patient. A practical routine is to 
commence with stilbcestrol 0°25 milligramme for seven days, 
increasing each week to 0:5 milligramme to 0°75 milli- 
gramme, and 1:0 milligramme (or from 0-01 milligramme of 
ethinyl cstradiol). The patient may do this herself. When 
improvement occurs the maintenance dose is continued for 
four weeks and interrupted for two. Ethinyl cstradiol can 
be given in a mixture to which bromide or phenobarbital 
may be added. Thyroid used empirically seems to enhance 
the effect of the cstrogens, and simple explanation and 
reassurance should not be neglected. 


In cases in which there is no response to estrogens or 
when menorrhagia or painful breasts are a feature, the 
pituitary activity may be suppressed with orally adminis- 
tered androgens. Many of these cases are produced by over- 
enthusiastic use of cestrogens. The dosage is methyl- 
testosterone 5:0 to 15:0 milligrammes daily for two months. 
A future development in treatment may be with the com- 
bined use of estrogens and androgens. The artificial meno- 
pause after sudden castration is said to be prolonged, severe 
and more difficult to control, but this is not always so. 
Tolerance is good and ten or twenty times the usual dose 
may be given. 


Atrophic Conditions. 


The rationale for the use of hormones in atrophic con- 
ditions having a common etiological factor, is that these 
agents are necessary to maintain the nutrition of the lower 
genitalia. Involutionary changes usually set in after the 
menopause, although it is not usually until much later with 
tissue weakness or superadded infection that the patients 
seek advice, except in kraurosis vulve which may appear 
before the menopause. 


Atrophic Vulvitis.—Atrophic vulvitis includes some mild 
inflammatory states about the menopause, particularly with 
pruritus vulve, and the condition known as kraurosis 
vulve—a withered atrophic condition affecting the moist 
parts of the vulva, particularly from the labia minora 
inwards about the vestibule. The vulva is shrunken, the 
epithelium thin, dry and pale, sometimes discoloured from 
telangiectatic blood vessels or pigment from hzemorrhages. 
In its pure form, itching is uncommon, there are no malig- 
nant tendencies, the main complaint is dyspareunia, and 
there is some response to estrogens, with perhaps vitamins 
and hydrochloric acid. 

Here a word of warning should be given regarding leuco- 
plakia of the vulva. Characteristically this commences as 
an intractable pruritus for years, followed by a thickened 
lichenification, then by the typical mixture of whitened 
patches and atrophic areas with cracks. This affects the 
outer less moist parts, and may extend about the anus and 
groins. Although there is no evidence to show that with 
the usual dosages used in humans, the cstrogens are 
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carcinogenic, they confer no beneficial effect on these fixed 
changes. Further, the condition is definitely premalignant, 
forming the basis of many cancers of the vulva. The treat- 
ment is not with hormones, antipruritics or X-ray therapy, 
but simple vulvectomy. The difficulty is that while kraurosis 
and leucoplakic vulvitis are at different ends of a scale, 
there are various admixtures. 


Senile Vaginitis.—The cestrogens cause thickening of the 
epithelium with cyclic desquamation of the keratinized 
squames, and by inducing the presence of glycogen, they 
maintain the specific Déderlein flora and the high lactic 
acid content. Breaking down of these barriers leads to 
infection, shallow ulceration, discharge, bleeding, stricture 
and agglutination of the canal. 


Senile Endometritis.—The atrophic lining, no longer main- 

tained by spurts of growth and desquamation, turns to true 

granulation tissue producing post-menopausal bleeding with 

intermittent discharge and irritation. If the atrophic canal 

becomes blocked, pyometra results. After drainage is 

a and malignant disease is excluded, cestrogens are 
elpful. 


Pre-Operative Preparation—When the tissues are thin, 
atrophic and pale, a much better vaginal operative field is 
obtained by a course of cestrogens over three weeks. The 
changes induced can be quite remarkable, the senile vagina 
in particular becoming thickened, velvety, desquamating, 
rugose and cdematous. Under these circumstances the 
bladder sphincters improve and the layers can be decisively 
cut and peeled. Some senile patients sent for operation get 
more relief from dysuria and local discomfort with hormones 
than with surgery. 


Vulvo-Vaginitis of Infants.—Although vulvo-vaginitis of 
infants is not an atrophy, the immature epithelium will 
more readily throw off an infection when maturated with 
appropriate small doses of cestrogens, helped with chemo- 
therapy. 


Treatment. 


(strogens are well tolerated and they should be given in 
moderately heavy doses. This would be stilbcestrol 1:0 milli- 
gramme or ethinyl cestradiol 0:05 milligramme three times. 
daily for three or four weeks. During this time treatment 
is reinforced by local application of pessaries (two boxes of 
twelve) in the vagina, or ointment to the vulva. The dose 
of cestrogen in these pessaries is small, but the effect seems 
to be concentrated locally on the vagina by a synergic effect 
with those given orally. Courses may be repeated after a 
few weeks’ rest, but the benefit from a course once the 
tissues are restored is often lasting. ‘ 


Functional Disorders of the Cycle. 


Several conceptions, being of practical value in amenor- 
rhea and menorrhagia, deserve some elaboration. 


Theory of Gistrogen Levels.—It is convenient to consider 
the estrogen level in the body as falling into one of three 
general levels of saturation, subthreshold, threshold and 
superthreshold. Unless the concentration is raised into the 
threshold band, the response in the uterus is minimal with 
a state of subthreshold amenorrhea. If the level of cestrogen 
is reduced from a higher level into this region, bleeding 
ceases. The threshold level represents the zone of physio- 
logical response in the endometrium at which it is primed 
for progesterone, and when it is maintained for a time at 
this level some irregular bleeding occurs. If the cestrogen 
level is raised too high, passing right through the threshold 
band, the endometrium after a time becomes hyperplastic, 
but strangely, a_ state of superthreshold amenorrhea 
persists. When, however, it falls into the threshold level, 
troublesome menorrhagia occurs. In the normal cycle the 
properly prepared secretory endometrium is evenly and 
regularly shed. Bleeding episodes are due to a falling 
estrogen saturation in the threshold zone and withdrawal 
of hormonic support from a hyperplastic endometrium, the 
irregular shedding of which is patchy and prolonged. There 
is only a general relationship between degree of hyperplasia 
and amount of bleeding, which results from independent 
changes in the vascular bed. 


It follows that bleeding may be arrested by getting the 
concentration out of the threshold zone in one of two ways: 
quickly by arresting the falling phase with cestrogens, or by 
assisting the decline with either progesterone or androgens, 
or by the two together. The last mentioned takes time and 
accentuates the bleeding, but it has the advantage of leaving 
a shed endometrium, the so-called medical curettage. This 
ooo as outlined by Bishop (1949, 1951) is illustrated in 
gure 


Artificial Periodic Bleeding.—It follows also, that, provided 
the uterus is not too hypoplastic or refractory, periodic 
cestrogen-withdrawal bleedings may be induced with block 
doses. Kaufmann originally mimicked the normal cycle using 
an cestrogen-progesterone sequence over twenty-eight days, 
but the progesterone is not necessary. The cestrogen should 
be given for twenty days, with rest intervals of ten days 
decreasing to eight. The average dose is the equivalent of 
stilbeestrol, 2-0 to 5:0 milligrammes daily, or cestradiol 
benzoate, 5:0 milligrammes twice weekly, for six injections. 
The stilboestrol should be increased by 1:0 milligramme 
daily from the smaller dose in successive courses if no 
bleeding occurs. 
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FIGURE 
Theory of cestrogen levels. 


Zondek showed that if the uterus was primed with a 
small dose of cestrogen, a large dose of progesterone would 
produce a withdrawal bleeding by vascular changes without 
much growth in the endometrium, and without so much 
suppression of the pituitary. This is the basis of the short- 
time-high-dosage, or two-injection, condensed-therapy. 
Gstradiol benzoate 2°5 milligrammes with progesterone 12°5 
or 20°0 milligrammes is given as one injection or separately, 
on two successive days. The hormonic combination can be 
given orally in appropriate dosage. It is effective only when 
the uterus is well developed and the method has been 
recommended as a harmless pregnancy exclusion test. 


Cycle Conditioning—In some cases, more particularly 
when there is an initial functional menorrhagia, if some 
regularity is induced into the bleeding, the cycle may be 
conditioned over from a purely cestrogen controlled with- 
drawal bleeding to a cycle of the same length but with a 
progestational effect. Various cycle-regulating techniques 
have been advised; the method described follows Swyer 
(1950) and is illustrated in a case of menorrhagia by 
Figure II. A bleeding episode is brought under control 
rapidly by the hemostatic effect of stilbcestrol, say 5:0 milli- 
grammes every hour (sometimes by curettage), after which 
it is maintained at perhaps 3-0 milligrammes daily for the 
course of twenty days. With interruptions of ten days this 
is repeated several times. The bleeding tends to occur a 
little earlier in successive cycles and the intervals may be 
reduced to eight days, the aim being to produce bleeding for 
five days. The stilboestrol (S) is reduced by 0°5 milligramme 
daily in successive cycles, and ethisterone (E) introduced 
from the tenth to the twentieth day of the stilbcstrol 
course, commencing with 10-0 milligrammes daily and 
increasing by a like amount in successive courses so that 
the final course is (S) 0°5 milligramme x 20 days and (E) 50 
milligrammes x ten days. It will take eight to ten cycles 
to effect this conditioning, but in favourable cases the cycle 
may then continue naturally. 


Excessive Bleeding. 


Excessive bleeding is but an end symptom of deeper dis- 
orders of the cycle, and the importance of excluding local 
pathological causes in the genital tract by speculum 
examination and medical diseases characterized by bleeding 
cannot be over-emphasized. Aberrations of hormonic control 
are collectively covered by the terms functional or dys- 
functional bleeding. It is only here that hormones have 
any rational application. The menorrhagic episodes are 
usually anovulatory due to deficiency of progesterone, 
although the use of this hormone has proved disappointing. 
The irregularity is particularly prone to occur when the 
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cycle is on the wane towards the menopause, less often when 
it is being established at puberty, and sometimes during 
maturity or after pregnancy. 


Puberty Bleeding. 


Some irregularity is common, and an initial sharp loss 
should not stampede the practitioner into unnecessary and 
meddlesome treatment. In a few cases the bleeding is 
persistent and recurrent, causing an alarming drop in the 
hemoglobin value. This type of adolescent bleeding has 
earned the name of menorrhagia gravis. The hymen is 
usually intact and curettage is not always necessary. The 
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Cycle conditioning technique. 


endometrium will show the ‘“Swiss-cheese’” hypertrophic 
proliferative pattern. Transfusion may be required, but 
there should be no thought of major surgery or irradiation; 
the younger the patient, the greater the need for con- 
servatism. The hemostatic effect of cestrogens in large 
doses is dramatic, after which an attempt may be made 
to introduce some regularity, and then gradually to con- 
dition the cycle to progesterone-withdrawal bleeding as out- 
lined. This will take eight to ten cycles, regular supervision 
and some expense, but it is in these cases that it is most 
worth while. 


Metropathia Hemorrhagica. 


The term metropathia hemorrhagica is now rather loosely 
used to include all the dysfunctional and menopausal! bleed- 
ings when anovulation and proliferative overgrowth of the 
endometrium are features. Methyl testosterone in non- 
suppressive doses, 5:0 to 15-0 milligrammes daily, may take 
the edge off the excessive loss. In younger persons, after 
curettage, cycle conditioning should be attempted. The 
treatment is complicated and on the whole poor, especially 
in older patients. The uterus being usually of no further 
use, and an empty house being better than a bad tenant, 
surgery or irradiation is often justified. 


Simple Menorrhagia. 


By simple menorrhagia is meant that the cycles are 
reasonably regular, perhaps closer together, but excessive in 
quantity or duration. The endometrium is usually secretory. 
The patient may be a poor judge of the amount she loses, 
and unless the hemoglobin level is lowered treatment is not 
necessary. A small fibromyoma should be considered. Treat- 
ment is unsatisfactory, the best medicament being methyl 
testosterone 10:0 milligramme daily with thyroid, given con- 
tinuously for two months and repeated after rest intervals. 


Amenorrhea. 


This is not a disease but only an end symptom dependent 
upon many preceding causes, some of which defy accurate 
diagnosis into defined niches. Little can be expected from 
the hormones and consideration will be given only to some 
of the more important types. 


Delayed Puberty. 


Not uncommonly patients present in the late teens because 
of failure of the menses to appear. Real anxiety need not 
arise before eighteen years, so there is no need to be pre- 
cipitate. Retention of the flow from atresia of the passages 


must be excluded by questioning regarding moliminal dis- 
comfort and by local examination, especially if the secondary 
sexual characteristics are developed. Gonadotrophic hormone 
such as “Synapoidin” 1-0 millilitre or “Serogan” one ampoule, 
daily, for fourteen days with rest intervals of two weeks 


should be tried first. If there is no response, estrogens in 
block courses can be given for a strictly limited period 
combined with thyroid. On no account should large and 
indiscriminate dosage be given. A suitable régime would be 
stilbeestrol 1-0 milligramme or ethinyl cestradiol 0-05 milli- 
gramme daily for twenty days, followed by ten days’ rest, 
together with thyroid one grain continuously. If there is no 
response the dose may be doubled or trebled in the succes- 
sive courses for not more than three courses. This may 
induce withdrawal bleeding, which apart from its psycho- 
logical value, may initiate a rhythm by pituitary release 
from a trigger-like action. 


Primary Amenorrhea. 


Gross failure of the ovaries from infancy is rare and is 
associated with stunting of the growth, general frailty, con- 
genital abnormalities and usually a webbing of the neck due 
to altered shape of the trapezius muscle. Secondary sexual 
characteristics are absent and treatment is of no avail. The 
condition is known usually as Turner’s syndrome. 


The more common type of lesser degree arises from failure 
of the ovaries to maturate fully at puberty—female hypo- 
gonadism, the counterpart of the eunuchoid youth. The 
somatic structure approximates more to the neutral type, 
the secondary sexual features are poorly developed, breasts 
are flat and lacking in pigment, with scanty pubic hair, the 
genitalia are poorly developed, the skin is smooth and thin, 
and stature is eunuchoid, showing disproportionate length 
of the limbs. The epiphyses of the long bones are late in 
closing so that growth continues past the usual calendar age. 
As a result the subject is tall fram continued growth of the 
legs. The upper border of the pubis is at a higher level 
than usual, instead of being half-way up the height, as in 
the normal female. Likewise the span of the extended upper 
limbs exceeds the height. 

These patients present as stubborn examples of delayed 
puberty, often in their twenties. In the less severe cases 
there may be an odd scanty menstrual period or two. The 
deficiency of the secondary ovarian sterols is gross and the 
best that can be hoped for is some body maturation by sub- 
stitution therapy in large doses. A slow retrogression occurs 
on cessation of treatment. The atrophic genitalia are usually 
refractory to the growth effect of cstrogens and less than 
half the patients can be brought to the stage of having 
withdrawal pseudo-periods. 


The method adopted has been to give stilbeestrol 3:0 milli- 


grammes or its equivalent continuously for 100 days, 
together with methyl testosterone 5-0 milligrammes In 
contradistinction to menopausal cases, in this condition 


cestrogens are reasonably well tolerated. The impression is 
that the androgen for some reason enhances the developing 
effect of the estrogens. During this time the breasts may be 
massaged at night with estrogen ointment. The androgen 
is then omitted and the cstrogens are interrupted into the 
block courses of “twenty days on and ten days off”, the 
cestrogen being increased in successive courses. If there is 
no bleeding, progesterone 20:0 milligrammes (or one of the 
combined “two shot” injections) may be given during the 
last two days of the course. Gonadotrophic hormone injec- 


tions, as at present used, are of no avail, and attempts at 
X-ray stimulation of the ovaries or pituitary are contra- 
indicated. 


It may be open to doubt whether such intensive treatment 
is worth while for no great permanent benefit. There is, 
however, nothing to lose and there are no detrimental effects, 
except that the patient may be “made to menstruate beyond 
her means”. The psychological depression and inferiority 
which accompany these cases is profound and no explana- 
tion or reassurance can equal in gratification the sight of 
blood or some increase in bust development. The effect on 
the psyche has its counterpart in the treatment of male 
hypogonadism with androgens. 


Secondary Amenorrhea. 


There are many organic causes of secondary amenorrhea, 
such as debility, or syndromes indicative of disorder of the 
major endocrine glands. It is only in the so-called functional 
cases where there is a disorder of the pituitary-ovarian 
control, that there is any basis for the use of hormones. 
Two types deserve special mention. 


1. In some cases there seems to be an inherent weakness 
in the menstrual rhythm, appropriately named by Bishop 
the “menstrual instability” syndrome. The onset is indefinite, 
perhaps dating from puberty, and the periods are scanty and 
irregular. Long periods of amenorrhea may finally end 
in an early menopause in the thirties. A mild aberration of 
pituitary function is probably present as mixed features are 
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frequent—obesity and  plethoric appearance, hirsutism, 
attacks of water retention. The patients often present in 
fertility clinics and are put into the category of anovular 
sterility. 

Weight reduction alone, with the help of diet, thyroid and 
amphetamine drugs, helps the tendency to spontaneous 
remissions which is always to be reckoned with. It is in 
these cases that X-ray treatment of the pituitary body and 
ovaries is some help in restoring the menstrual rhythm and 
improving the chances of pregnancy. The indiscriminate use 
of such a potent weapon as X-ray therapy, given in the 
so-called stimulating dosage, is to be strongly deprecated 
except after careful consideration, and by a radiologist with 
experience. Treatment with hormones is to induce some 
rhythm according to the cycle-regulating method, and in 
some cases the cycle will be maintained, especially if the 
weight is reduced. Good results have been described from 
the use of gonadotropes, the technique being to give daily 
injections in two-weekly courses of the equine serum variety 
or the synergically combined form. 


2. Perhaps the more important type is the “pituitary- 
shock” syndrome or hypothalamic amenorrhea, because in 
spite of its frequency it is often undiagnosed. The response 
to treatment is fairly good. The quite sudden onset in a 
healthy patient previously regular is suggestive. There may 
also be weight increase and water retention. The pituitary 
has an inherent rhythm, but it is not the prime pace-maker 
of the cycle, which is situated in the hypothalamus adjacent 
to centres concerned with control of metabolism, weight, 
appetite, water balance and emotion. Sex centres in this 
region are concerned in coital-induced ovulation in animals, 
the seasonal control of ovulation, and the “letting-down-of- 
milk” reflex. In humans, inhibitory impressions highly 
charged with emotion may arise from the cortex, and the 
pituitary body is inhibited via its stalk. Changes of environ- 
ment, frights or love affairs may be obviously the reason, 
but in other cases it requires the approach of the psychia- 
trist to unravel the emotional life about the time of the 
first cessation, especially as the patient is not conscious of 
the cause. Sometimes on the advice of well-meaning friends, 
secondary fears, of detrimental effects, particularly of 
insanity, are addéd to keep up the tension. The longer the 
cycle is inhibited, the more difficult it is to initiate. An 
allied condition is anorexia nervosa, in which extreme wast- 
ing follows the amenorrhea. Here the outlook is worse as 
the condition rests on a deeper psychological basis. The 
patient is often physically active and mentally content to 
escape into the childless state, and to bask in the secondary 
gain from sympathy and interest aroused by her sexless 
and emaciated frame. 

Treatment is by reassurance, sometimes by deeper methods 
of psychotherapy to rationalize emotional conflicts, together 
with the induction of rhythmic bleeding with block 
cestrogens. In early cases before the genitalia have become 
atrophic and refractory the two-injection condensed method 
may be successful. It will be realized that the bleedings 
produced are merely end results in a cycle and not in them- 
selves true menstruation arising from ovarian function. It 
may be argued that they are valueless. Nevertheless, after 
three to six induced bleedings the cycle may continue 
normally. This may be due to increased growth and vascu- 
larity of the lower genitalia, to reciprocal action of periodic 
inhibition and release of the pituitary gland, or to abreaction 
of psychic tension at the highest level where endocrine and 
nervous systems interact. The process is analogous to 
making a clock tick by shaking it. 


Dysmenorrhea. 


The cause of spasmodic dysmenorrhea is unknown, and 
it is no longer believed that there is a relationship to the 
small bent “cochleate” uterus, nor does the hypoplastic 
uterus always increase under estrogens. The condition 
occurs only in ovulatory cycles, when progesterone and a 
secretory phase is added to the cycle, and as might be 
expected, progesterone given premenstrually may make the 
condition worse. There is no satisfactory hormonic treat- 
ment. Stilbeestrol 3-0 to 5:0 milligrammes daily for twenty 
days commencing on the first day of menstruation will make 
the subsequent period painless by inhibiting ovulation. This 
may be of diagnostic value in deciding how much of the 
pain is psychogenic, but it is too irrational and meddlesome 
to be of value. For unknown reasons cstrogens in non- 
suppressive doses, stilbcestol 0°5 to 1:0 milligramme daily 
from the onset of the period for fourteen days, give relief 
in about half the cases. Intractable secondary dysmenor- 
rhea, particularly that due to endometriosis, may be some- 
what relieved by androgens which produce a partial medical 
castration. 


Sterility. 


Gonadotropes of the follicle-stimulating type or of the 
synergically combined type, are often given in anovulation 
in the female and deficient spermatogenesis in the male, but 
the results in both are unconvincing. In cases of cervical 
hostility where .there is poor sperm invasion in the post- 
coital test, oestrogens improve the quantity and quality of 
cervical secretion. The dose must not be high enough to 
inhibit ovulation and is best timed with the proliferative 
phase. Suitable dosage is stilbcestrol 0°25 milligramme or 
ethinyl cestradiol 0-01 milligramme once or twice daily from 
the first day of menstruation for fourteen days in each 
cycle. In the male, methyl testosterone 5:0 to 10:0 milli- 
grammes daily for one hundred days with thyroid is 
beneficial in subfertility, but large dosage or long-continued 
usage is contraindicated as the pituitary body is inhibited 
and spermatogenesis depressed. 


Postponement of Menstruation. 


Unphysiological disturbance of the rhythm is not to be 
recommended, but on isolated and important occasions, such 
as marriage and athletic engagements, it may be justified. 
If time is available, stilbcestrol 3-0 to 5:0 milligrammes com- 
mencing on the first day of the period for fourteen days 
will inhibit ovulation and postpone the next period, although 
a small withdrawal bleeding is likely about the twentieth 
day. When notification is short, progesterone 20:0 milli- 
grammes by injection, or ethisterone 100°0 milligrammes 
orally daily may hold the period off if commenced two days 


‘before the onset, but it is not completely reliable. 


Premenstrual Tension. 


Many women for a week before each menstruation suffer 
from a dull headache, temperamental irritability, and 
perhaps some noticeable swelling of abdomen and breasts. 
With the onset of the flow the tension lifts, the head clears, 
and intelligent patients may notice a polyuria. The con- 
dition is apt to occur towards the menopause. It has many 
analogies on a lesser scale to the toxzemias of pregnancy 
with disturbed water and electrolyte balance. Fluid and 
salt restriction with regulation of the bowels should com- 
mence ten days before the period, together with the use of 
ammonium chloride 15 grains every four hours and methyl 
testosterone 10:0 milligrammes daily. Premenstrual breast 
pain should be treated the same way. C®strogens make both 
conditions worse. 


Frigidity. 


Androgens enhance the male libido and cestrogens depress 
it—an effect sometimes useful after operations on the penis 
and in sexual delinquents. Cstrogens in female animals and 
castrates produce cestrous behaviour, but the human is an 
exception. The anomalous reaction occurs in that androgen 
in sufficient dosage produces congestion and cdema of the 
vulva, increased sensitivity of the clitoris and increased 
sexual desire, an effect sometimes seen in the virilizing 
syndromes. Androgens also excite the aggressive instinct, as 
can be shown by the alteration at will of a series of hens 
arranged in their natural “peck-order”. In the male hypo- 
gonad the main value of androgens is to overcome the 
characteristic timidity. 

The disadvantages of androgen therapy are acne, 
hirsutism, alteration in voice, and growth of the clitoris, 
which are slowly but not always completely reversible. 
Although there is great variation, these changes are liable 
to commence after a month on testosterone propionate 25°0 
milligrammes three times weekly by injection, or methyl 
testosterone 15:0 milligrammes daily. Some women suffering 
from frigidity have benefited by such a course for one month 
with the application by the patient of androgen ointment to 
the vulva at night. The treatment of frigidity is most 
unsatisfactory, since it is often a psychosomatic disability at 
a deep level and dependent upon unalterable circumstances. 


Summary. 


1. Symptoms of the menopause can be controlled with 
cestrogens given in small dosage and for limited periods. 

2. <Atrophic conditions respond well to courses of 
cestrogens in moderate dosage. 

3. The hemostatic effect of high cestrogen dosage in 
functional menorrhgaia is useful and dramatic. Cycle con- 
ditioning then has a useful place, especially in young 
patients. 

4. Androgens in small continuous dosage are of some help 
in simple menorrhagia with regular cycles. 
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5. In delayed puberty, gonadotropes are indicated first, 
followed by cautious use of estrogens in block dosage. 


6. In primary amenorrhcea due to gross deficiency, matura- 
tion of secondary sexual characteristics with large doses of 
estrogen is the best that can be offered. 


7. Secondary amenorrhwa of psychogenic origin is often 
overlooked, and the production of periodic pseudo-menstrua- 
tion, with reassuring therapy, is usually followed by restora- 
tion of the rhythm. 


8. Gstrogens in non-suppressiv® doses on the first half of 
the cycle are worth trying in spasmodic dysmenorrhea. 

9. Premenstrual tension and breast pain can be treated 
with androgens and dehydration therapy. 

10. Androgens have some place in the treatment of female 
frigidity. 


J. W. JOHNSTONE, 


The Women’s Hospital, 
Melbourne. 
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British Wedical Association Mews. 


MEETING .OF THE FEDERAL COUNCIL. 


A MEETING of the Federal Council of the British Medical 
Association in Australia was held at Hadley’s Hotel, Hobart, 
on February 25, 26, 27 and 28, 1952, Dr. A. J. CoLiins, the 
President, in the chair. 


Representatives. 

The following representatives of the Branches were 
present: 

New South Wales: Dr. A. J. Collins, D.S.O., M.C., Dr. W. F. 
Simmons, Dr. H. R. R. Grieve, Dr. A. J. Murray, O.B.E. 

Queensland: Dr. A. E. Lee, Dr. H. W. Horn. 

South Australia: Dr. L. R. Mallen, Dr. C. O. F. Rieger. 

Tasmania: Dr. T. Giblin, Dr. J. B. G. Muir. 

Victoria: Dr. H. C. Colville, Dr. Charles Byrne, Dr. Robert 
Southby. 

Western Australia: Dr. F. W. Carter, Dr. H. Leigh Cook. 

The President, Dr. A. J. Collins, congratulated Dr. Byrne 


on his recovery from illness, and expressed the hope that he 
would continue to enjcy good heaith. 


Death of His Majesty King George VI. 


The President said that on the death of His Majesty 
King George VI, a letter had been sent to His Excellency the 
Governor-General on behalf of the medical profession of 
the Commonwealth. The letter was as follows: 


His Excellency, 

Sir William McKell, 
Governor-General of Australia, 
Government House, 

Canberra, A.C.T. 


Your Excellency: 


» On behalf of the Federal Council of the British Medical 
Association, representing the medical profession of Aus- 
tralia, it is desired to express our grief at the death 
of our good and gallant King. 


Throughout the whole of his reign, in wartime and in 
peace, his devotion to his people has been conspicuous 
and has earned him extreme loyalty and affection. 


As medical men we have been aware of the quiet 
heroism with which he faced his serious illness. 


We would respectfully ask that our deep sympathy 
be conveyed to the Queen, the Queen Dowager, the Queen 
Mother, the Princess Margaret and other members of the 
Royal Family. 


We would also respectfully ask that Queen Elizabeth 
be assured of the loyalty of the medical profession 
throughout Australia. 


I remain, Sir, 
Your Excellency’s obedient servant, 


(Sed.) A. J, CoLiins, 
President, 
Federal Council of the British Medical 
Association in Australia. 


The following reply had been received: 
Dr. A. J. Collins, 
President, 
Federal Council of the British Medical 
Association in Australia, 
135 Macquarie Street, 
Sydney. 
Sir: 

His Excellency the Governor-General wishes me to say 
he has received your letter of February 12 and that your 
tribute to His Late Majesty King George VI is deeply 
appreciated. 

Your message of sympathy forwarded on behalf of the 
medical profession of Australia, together with your 
expression of loyalty, will be forwarded to Her Majesty 
Queen Elizabeth II. 

Yours faithfully, 
M. L. TYRRELL, 


Official Secretary and Comptroller 
to the Governor-General. 


Minutes. 


The minutes of the meeting of the Federal Council of 
September 10, 11 and 12, 1951, which had been circulated 
amongst members, were taken as read and signed as correct. 


Election of Office Bearers. 


Only one nomination for the office of President for the 
ensuing twelve months had been received, that of Dr. A. J. 
Collins, who was declared elected. 

Only one nomination for the position of Vice-President 
had been received, that of Dr. H. C. Colville, who was 
declared elected. 

Only one nomination for the office of Treasurer had been 
received, that of Dr. W. F. Simmons, who was declared 
elected. 


Finance. 


The financial statement and balance sheet of the Federal 
Council as at December 31, 1951, were received and adopted. 


Dr. W. F. Simmons pointed out that the financial position 
of the Federal Council was satisfactory. The credit balance 
was due to the fact that no extra meetings had been held 
during the half year, and that no salary had been paid to 
an assistant general secretary. He did not think that the 
Federal Council was likely to have a credit balance in the 
future, because it was essential that an assistant general 
secretary should be appointed. Dr. Simmons also presented 
the Australasian Medical Congress (British Medical Associa- 
tion) Accumulated Funds Account. He pointed out that the 
Congress funds were in a healthy state and he thought that 
the Executive Committee and Dr. H. W. Horn, the treasurer 
of the Seventh Session, should be congratulated on the 
result achieved at Brisbane. 

Dr. Simmons presented a statement setting out the per 
capita payments of the Branches up to the time of the 
meeting. He said that at least one more meeting would be 
held during the current year. 

Dr. Simmons presented a statement of the Federal 
Organization Fund; the statement was received. 

In regard to the Federal Independence Fund, it was pointed 
out that when the fund was created a promise had been 
made that when the money was no longer needed the residue 
would be returned to contributors on a pro rata basis of 
their contributions. Attention was drawn to a resolution of 
the Federal Council of February 26, 1951, that the money 
standing to the credit of the Federal Independence Fund 
should be retained until the first meeting in 1952, when the 
matter would be further considered. Dr. H. C. Colville said 
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that a decision had to be made on what should be done with 
the money. The matter had been discussed by the Victorian 
Branch Council in the light of the promise that pro rata 
payments should be made to contributors. Arguments for 
the return of the money or for its retention could be 
advanced. It was true that the money might still be needed, 
especially in the event of a change of government. On the 
other hand, it was thought that the Federal Council should 
keep faith with the contributors. The Victorian Branch 
thought that the latter view should operate; it was moved 
that a refund to contributors should be made on a pro rata 
basis. The motion was seconded by Dr. C. Byrne. Dr. 
H. R. R. Grieve agreed that it was necessary to keep faith 
with the contributors. He pointed out that if another fund 
should be needed the costs of raising the money were con- 
siderable. He thought it might be advisable to write to the 
contributors and to ask them whether they desired to have 
the money returned. Such a course of action would achieve 
both purposes and was a perfectly honourable way of dealing 
with the matter. Dr. A. E. Lee said that if an option was 
given to contributors only a few would ask ior the return 
of their contributions. Dr. Leigh Cook agreed with Dr. Lee 
and said that in his opinion the threat to the profession had 
not been removed. A change of government might find the 
medical profession of Australia in a more precarious con- 
dition than before. He thought that the money should be 
held until legislation had been enacted which would make it 
impossible for any government to nationalize the profession. 
The President pointed out that there was a right time and 
a wrong time to spend money. He thought that while it 
might be useful to keep the fund intact, an offer should be 
made to return the residue. The General Secretary said that 
it would still be possible to have an argument with the 
Government. After further discussion the Federal Council 
resolved that the contributors should be communicated with 
individually and informed that the Federal Council was ready 
to return the residue of their contributions to them pro rata. 
The motion also stated that individual contributors should be 
informed that the Federal Council considered that the need 
for such a fund continued, and that its contributors should 
be invited to leave the balance to which they were entitled 
at the disposal of the fund. The motion was carried. 

The Treasurer also presented a brief statement on the 
entertainment fund; which had been formed when the 
Executive Committee of the Seventh Session of Congress 
returned to the Federal Council the profits from the Congress 
dinner. The fund stood at £235. The statement was received. 


Medical Officers’ Relief Fund (Federal). 


Dr. W. F. Simmons, on behalf of the trustees of the 
Medical Officers’ Relief Fund (Federal), presented a report 
for the year ended December 31, 1951. He pointed out that 
the fund was still functioning. Help was still being given in 
respect of medical officers of the first World War. The 


report was received. 


Federal Medical War Relief Fund. 


_ Dr. W. F. Simmons presented, on behalf of the trustees of 
‘the Federal Medical War Relief Fund, a report for the year 
ended December 31, 1951. He said that the fund was very 
active. Four children of deceased medical officers had 
graduated in medicine and some younger children were being 
helped. It was pointed out that the trustees every year 


had to dig into the capital of the fund, as it was being. 


reduced about £500 for each half-year. When seconding 
the motion for the adoption of the report, Dr. Angus Murray 
said that he was not at all concerned at the fact that the 
capital was being used, in fact he approved of this action. 
The fund stood at about £18,000. Later on further sub- 
scriptions might be called for. The report was adopted. 


The Henry Simpson Newland Prize Fund in Surgery. 


The Federal Council discussed the proposed Henry Simpson 
Newland Prize in Surgery. It resolved that the sum standing 


to the credit of the prize fund should be invested in Common- 
wealth bonds. It was decided that a prize of 100 guineas 


should be awarded every three years and that a committee 
should be appointed to draw up the terms and conditions of 
the award and to administer the fund. Dr. H. C. Colville, 


Dr. A. E. Lee, Dr. J. B. G. Muir and Dr. C. O. F. Rieger 


were nominated as members of the committee. 


The Secretariat. 


The Federal Council considered an application from Miss H. 
Cameron for six months’ leave of absence as from April 26, 
1952. The General Secretary said that Miss Cameron had 


acted as his secretary for a period of sixteen years. She had 
been most assiduous in her duties and had never spared 
herself when Federal Council work was there to be done. 
Miss Rolleston, the Librarian of the New South Wales 
Branch, was travelling overseas to study library methods in 
England and America, and the Federal Council was making a 
grant towards the payment of her expenses. Miss Cameron 
intended to accompany Miss Rolleston and would investigate 
organization and office management in America and England. 
The Federal Council granted Miss Cameron leave and an 
honorarium towards her expenses. 

The Federal Council considered an application from a 
medical graduate for the position of Assistant General 
Secretary to the Federal Council. The practitioner stated in 
his application that he had read in THE MEDICAL JOURNAL OF 
AUSTRALIA statements about the pending appointment of an 
Assistant General Secretary. After consideration of the 
application the Federal Council decided not to approve it. 


Honours. 


The General Secretary reported that he had sent con- 
gratulations on behalf of the Federal Council to the following 
medical practitioners who had been honoured by His Majesty 
King George VI: Major-General Sir Samuel Burston, K.B.E., 
Surgeon-Captain D. A. Pritchard, C.B.E., Air-Commodore 
E. A. Daley, C.B.E., Major J. R. Nimmo, O.B.E., Dr. John 
Catarinich, C.M.G. ° 


Medical Practice in Australia: Inquiries from 
Practitioners Overseas. 


The General Secretary reported that he had received from 
eleven practitioners overseas inquiries about the possibility 
of medical practice- in Australia. He had done his best to 
supply the information required. 


The Indian Medical Association. 


The General Secretary reported that he had received a 
request from the Indian Medical Association for copies of the 
constitution of the Federal Council of the British Medical 
Association in Australia. Copies of the constitution had 
been sent. 


International Dietetic Organization. 4 


The General Secretary reported that he had received a 


copy of the programme of the First International Congress 
on Dietetics, to be held at Amsterdam from July 7 to 11, 1952. 


“The Socialized Medicine Bedside Book.” 


The General Secretary reported that he had received from 


the University of California and from the United Nations 
Library requests for copies of “The Socialized Medicine 
Bedside Book”. Copies had been sent. 


Replies to Letters. 


The General Secretary reported that he had received a 
letter from Sir Victor Hurley, thanking the Council for its 
expression of appreciation of his services, from Dr. Charles 


Byrne, thanking the Council for its sympathy in his illness, 
and from Dr. E. A. Gregg, Chairman of Council of the 


British Medical Association, thanking the Council for its 
message of congratulations on his being awarded the Gold 
Medal of the British Medical Association. 


A Mutual Benefit Institution in Spain. 


The General Secretary reported that he had received from 
the Collegiate Organization of Doctors, Dentists and Pharma- 
ceutical Chemists of Spain a copy of the objects of that 
mutual benefit institution. It was noted that the organization, 
which had been one of mutual benefit, had become a com- 
pulsory institution. 


Inquiries about the Federal Council. 


The General Secretary reported that he had received from 
Miss M. J. Dampney, British Scholar in Social Services, 
inquiries about the Association and about the Medical 
Benefits Fund of Australia, and from Mr. T. C. Truman, 
Lecturer in Political Science in the University of Queensland, 
inquiries about the aims and objects of the Association, its 


constitution and rules, membership, journals and so on. The 
information had been supplied. 


An Honour for Lord Nuffield. 


A letter was received from the Queensland Branch suggest- 


ing that some medical honour should be conferred on Lord 
Nuffield for his services to medicine. It was pointed out 
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that Lord Nuffield had already received from the Association 
in England the highest honour which it was in its power to 
confer—he had been made an honorary member. In any 
case the Federal Council had no power to confer a medical 
honour. 


A Society for the Promotion of the Welfare of the 
Deaf. 


A letter was received from the Prime Minister’s Depart- 
ment in regard to the proposed formation of an international 
sdciety for the promotion of the welfare of the deaf. It was 
resolved that the matter should be referred to the Branches 
for their consideration. 


Chiropody. 


A letter was received from the Board of Registration of 
Medical Auxiliaries, England, inquiring into the relationship 
between the medical profession in Australia and chiropodists. 
It was noted that in England there were upwards of 4000 
chiropodists. The matter was referred to the Branches for 


_their consideration. 


Australasian Medical Congress (British Medical 
Association). 
Seventh Session. 


At the previous meeting of the Federal Council reference 
was made to a recommendation from the Section of Ophthal- 
mology of the Seventh Session of the Australasian Medical 
Congress (British Medical Association) in regard to the use 
of a standard form for the certification of blindness. On 
that occasion the General Secretary reported that, in accord- 
ance with instructions received, he had communicated with 
the Director-General of Social Services, who advised that 
every consideration would be given to the recommendation 
of the Section of Ophthalmology. The General Secretary 
reported that the matter had been now sent on to ‘the 
Director-General of Health. 


Eighth Session. 


The Federal Council had before it the question of the 
appointment of a Patron to the Eighth Session of Congress, 
to be held in Melbourne from August 22 to 30, 1952, but no 
finality was reached in the matter. 

The Federal Council considered the delivery of the first 
Henry Simpson Newland Oration. It had been decided that 
this oration should take the place of the popular lecture 
usually delivered at Congress time. As there was no refer- 
ence to the matter in the rules of Congress, the Federal 
Council considered whether it or the Executive Committee 
should appoint the orator. It was resolved that the appoint- 
ment should be in the hands of the Federal Council. Dr. A. J. 
Collins then moved ‘from the chair that Sir Victor Hurley 
should be asked to deliver the first Henry Simpson Newland 
Oration at the Eighth Session of Congress. 


The following were appointed honorary members of the 


Highth Session on the nomination of the Executive Com- 
mittee, in addition to the ez-officio members already 
appointed: Rabbi Jacob Danglow, V.C., Sir Wilfred Russell 
Grimwade, Professor C. H. Best of Toronto, Emeritus 
Professor W. A. Osborne, Emeritus Professor H. A. Wood- 
ruff, Emeritus Professor Peter MacCallum, Professor G. F. 
Gibberd, Dr. Francis Avery Jones, Brigadier, A. E. Wardell, 
Professor Dodds (Sims Travelling Professor for 1952), Mr. 
Newman Rosenthal, Professor Lambert C. Rogers. 

The attention of the Federaf Council was directed to the 
list of office bearers of sections.. (See THE MepicaL JOURNAL 
or AUSTRALIA, February 23, 1952, page 274.) 

It was resolved that the President of the Federal Council 
should be granted executive powers to deal with any urgent 
matters in connexion with the Eighth Session arising between 


the meeting of the Federal Council and the holding of the 


session. 


Ninth Session. 

It was resolved that the Ninth Session of the Australasian 
Medical Congress (British Medical Association) should be 
held in 1955 at Sydney, and that the New South Wales Branch 
be invited to organize the session. 


Australasian Medical Publishing Company, Limited. 


The General Secretary reported that at their meeting held 
at Hobart on February 24, 1952, the directors of the Aus- 
tralasian Medical Publishing Company, Limited, had decided 


not to amend the agreement between the Federal] Council and 
the company, so that as from January 1, 1952, the per capita 
payment of £1 be allocated as follows: 15s. in payment for 
THE MEDICAL JOURNAL OF AUSTRALIA and 5s. in purchase of 
E debentures. The Federal Counci)] resolved to thank the 
directors for their action. 


Address by Sir Earle Page. 


At this stage Sir Earle Page, Commonwealth Minister for 
Health, addressed the meeting. He addressed the Council 
on matters connected with the Pharmaceutical Benefits 
Service and the Pensioner Medical Service. He traced the 
development of both services, discussed some of the diffi- 
culties that had been encountered and referred to possible 
developments in the future. When the Minister had retired, 
the Federal Council resumed its discussions, and later on in 
the meeting it drafted a letter for transmission to the 
Minister setting out the result of its deliberations. 


Pharmaceutical Benefits Act, 1944-1949. 


Discussion took place in regard to Regulation 12 of the 
Pharmaceutical Benefits Regulations. This had been dis- 
cussed at the previous meeting of the Federal Council, when 
it was stated that the provision requiring that the person 
obtaining the pharmaceutical benefit had to sign a 
receipt on the back of the prescription was impracticable 
and therefore objectionable. The New South Wales Branch 
pointed out that difficulty would be experienced particularly 
in the country. The General Secretary stated that after 
some correspondence the Minister had pointed out that the 
signing of the receipt concerned only the person who took 
delivery of the’ benefit and not necessarily the doctor or the 
patient. The receipt dealt solely with the supply by the 
chemist to the patient and afforded evidence to the Depart- 
ment in support of the chemist’s claim, and constituted the 
only direct evidence that the beneficiary or his agent had 
obtained a medicinal preparation for which the Common- 
wealth was obliged to pay the chemist. The Minister had 
also pointed out that when a doctor sent a prescription to a 
chemist with the request that the medicine be sent by post 
or by bus to the patient, if the chemist endorsed the back of 
the prescription to the effect that the medicine had been so 
sent on a certain date, the prescription if otherwise in order 
would be accepted for payment by the Department. In view 
of the Minister’s explanation, the Federal Council resolved 
that no further objection to the. clause could be taken. 

The Federal Council had before it a letter from Dr. F. W. 
Carter, drawing attention to the ruling of the Chief Pharma- 
cist in Western Australia that when two different strengths 
of penicillin were prescribed, distilled water could not be 
prescribed with them. The Federal Council resolved that 
when distilled water was required in the administration of 
a pharmaceutical benefit, it should not be regarded as a 
separate pharmaceutical benefit under the Act. 


The Federal Council discussed Regulations 14a and 29, 
and the third schedules to the regulations as amended. These 
were published in THE MepicaL JOURNAL OF AUSTRALIA of 
November 24, 1951, at page 719. A letter was received from 
the Western Australian Branch drawing attention to the 
necessity of appointing local committees with statutory 
powers to prevent abuse in the prescribing of drugs which 
were in short supply. This matter was discussed later in the 
meeting in connexion with the recommendation for the 
appointment of statutory committees. 


A request was received from the Queensland Branch that 
arrangements should be made for the immediate publication 
of amendments to regulations in THe MepicaL JOURNAL OF 
AUSTRALIA. Several members of the Council said that phar- 
macists seemed to know of changes which were taking place 
long before medical practitioners knew anything about them. 
It was pointed out in this regard that changes could not be 
implemented until they had been gazetted. As soon as they 
were gazetted they could be published in THe Mepican 
JOURNAL OF AUSTRALIA. 

The Federal Council had before it a letter from the Minister 
for Health expressing concern at excessive prescribing and 
asking for the cooperation of the Federal Council in dealing 
with any abuses. The General Secretary said that the matter 
had been referred to the Branches. He read the replies from 
each Branch. In every instance reference was made to the 
establishment of committees which should have power to 
investigate alleged abuses. There wus a general similarity 
in all the replies. It Was pointed out by more than one 
member of the Council that because a practitioner used a 
large amount of a drug in a relativeiy short period he was 
not necessarily abusing his privileges under the Act. In the 
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presence of an epidemic of a disease such as pertussis, for 
example, a large amount of “Chloromycetin” might be used 
with justification. On the other hand, it had to be admitted 
that the extensive use of antibiotics in the treatment of 
patients who were suffering from self-limiting diseases was 
unjustifiable from a scientific point of view. No charge of 
abuse should be made until all the circumstances were known 
and considered. Reference was made to the fact that many 
of the younger practitioners of today did not realize that 
there were many diseases from which patients would recover 
without any medicaments at all. Similarly, in surgical 
practice sufficient reliance was not placed on the practice 
of asepsis, and the treatment of wounds by medicaments 
had become widespread. General agreement was expressed 
on the view that considerable economy would be 
effected if provision was made for medical practitioners to 
stock their bags with medicaments defined as pharmaceutical 
benefits which were used in everyday emergencies. This, it 
was explained, would do away with the wastage which 
occurred when narcotic and other drugs were ordered for 
patients but only a small quantity from the container was 
used, the remainder being left in the patient’s care, After 
further discussion on the establishment of committees which 
would deal with alleged over-prescribing, the suitability of 
the word “disciplinary” was called in question. It was 
thought that it would be more satisfactory to call these bodies 
“supervisory committees”. The question of the control of 
the drugs at source was also mentioned. This had been 
adopted when drugs were in short supply, and the results 
were described as satisfactory. It was thought that the 
remedy lay rather in the education of the profession and of 
the public; in particular the public should be taught that 
the creation of strains of bacteria resistant, to antibiotics 
was a real danger and likely to lead to disaster in subsequent 
infections in which the use of antibiotics might be essential 
to recovery. After further discussion the Federal Council 
resolved that committees should be set up to supervise the 
operation of the Pharmaceutical Benefits Act in each State, 
and that they should be established in regard to the preven- 
tion of abuses which were not punishable under the criminal 
code. It was stated that it was necessary that such com- 
mittees should be invested with statutory power to summon 
witnesses and to take evidence on oath, and to make findings 
on fact. It was resolved that when a case had been estab- 
lished for further action by the Minister for Health, the 
penalties which might be awarded should be: (a) for the 
first offence, a warning; (b) for a second offence, the naming 
of the medical practitioner concerned in the Government 
Gazette; (c) for repeated or aggravated offences, suspension 
of prescribing rights under the Act for a period of up to 
twelve months, provided that the right to appeal against 
such a decision of the Minister for Health should be conceded 
to the medical practitioner concerned and should be heard 
before a court presided over by a judge of Supreme Court 
jurisdiction. It was resolved that the committee should 
recommend to the Minister for Health the type of penalty 
appropriate in each case and that the penalties to be awarded 
should be clearly defined in the Act. It was thought that 
no .additional penalties should be specified in the Pharma- 
ceutical Benefits Act or regulations under that Act. The 
Federal Council held that the members of such committees 
should be granted the immunity from legal action usually 
accorded such bodies. The Federal Council also resolved 
to inform the Minister for Health that in its opinion the 
committees should be known as Pharmaceutical Benefits 
Supervisory Committees. The Federal Council reported its 
opinion that the Pharmaceutical Benefits Supervisory Com- 
mittees should be empowered at their discretion to submit 
their findings to THE MeEpicaL JOURNAL OF AUSTRALIA for pub- 
lication, with omission of the names of the medical prac- 
titioners involved. In the matter of doctors’ bags, the 
Federal Council resolved that the Minister for Health should 
be pressed again to provide a means, preferably through 
wholesale drug houses, whereby medical practitioners might 
prescribe drugs listed in the Pharmaceutical Benefits Regu- 
lations for their own professional use. 


The Federal Council had before it recommendations of the 
Antibiotics Committee of the National Health and Medical 
Research Council which had been made at a meeting held on 
February 8, 1952. The Federal Council approved of the 
principal recommendation of this committee, as follows: 

It is recommended that the issue of antibiotics, other 
than penicillin, be controlled by the Commonwealth 
Department of Health in each State, who will consult 
with a member of the State tibiotics Committee in 
cases where the indications for its use are not clear. 


(a) It is recommended that the board of directors of 
each teaching hospital be asked to call a meeting of 


senior honorary medical officers in each department to 
discuss the best methods of controlling the use of anti- 
biotics in that hospital. 

(b) It is recommended that adequate laboratory con- 


trol of sensitivity tests be carried out in all large 
hospitals; it is desirable that this service should be made 


available to general practitioners. 
(c) Standardization of dosage. The following is recom- 
mended: 
Crystalline penicillin, 100,000 units eight-hourly. 
Procaine and oily solutions, 300,000 units twenty- 
four-hourly. 


Streptomycin for ordinary acute infections, one 
gramme daily. 
Aureomycin, terramycin, or “Chloromycetin”, two 


grammes in first twenty-four hours and one 
gramme in the successive twenty-four hours, 


(d) In order to make it available to all practitioners, 
THE MEDICAL JOURNAL OF AUSTRALIA be asked to publish 
the work sheet of antibiotics as amended by Dr. Edgar 
Thomson, and indications to be given as to which anti- 
biotic is definitely recommended. 

(e) (i) It is recommended that through an article in 
THE MEDICAL JOURNAL OF AUSTRALIA the medical public 
be informed of the dangers of the indiscriminate use of 
antibiotics, and that these dangers be placed before the 
medical staffs of all hospitals throughout Australia 
(Dr. Wunderly to be asked to explore the method by 
which this recommendation can be implemented). 


(ii) It is recommended that steps be taken to inform 
the lay public through the spokesman of the British 
Medical Association of the dangers of the misuse of 
antibiotics. 

The General Secretary drew the attention of the Federal 
Council to a letter from F. H. Faulding and Company, in 
which it was stated that the Federal Government intended to 
delete from the pharmaceutical benefits their syringe known 
as the “Syrette’. The advantages of the “Syrette”’ were 
set out in the letter. The General Secretary reported that 
the matter had been referred to the branches and varying 
replies had been received. Dr. C. Byrne remarked that he 
had never seen a case so urgent that the doctor could not 
wait to sterilize a hypodermic syringe. He therefore moved 
that the Federal Council did not support the recommendation 
of F. H. Faulding and Company. Dr. F. W. Carter thought 
that the use of “Syrettes’” was justifiable. He said that a 
one-dose container was an advance on an ampoule. Dr. 
L. R. Mallen supported Dr. Carter’s view. He said that a 
syringe such as the “Syrette”’ was particularly useful in a 
country practice. Dr. Leigh Cook said that the Federal 
Council should .think twice before passing the motion. He 
said that it was necessary to distinguish between the 
“Syrette”’, which was of the barrel-cum-piston type, and a 
syringe of the plastic type with plunger and needle. The 
motion was put to the meeting and lost. A motion by 
Dr. H. R. R. Grieve that nothing should be done in the 
matter was put to the meeting and also lost. The Federal 
Council finally resolved; on the motion of Dr. C. O. F. Rieger, 
to recommend to the Pharmaceutical Benefits Advisory Com- 
mittee that every effort should be made to secure the reten- 
tion of the barrel-cum-piston type of container as a pharma- 


* ceutical benefit. 


The General Secretary drew the attention of the Federal 
Council to a number of requests from various sources for the 
inclusion of additional benefits to be made available under 
the Act. 


A letter was received from the Minister for Health 
enclosing the copy of a letter which he had received from 
“A Member” in regard to the prescribing of ' “dangerous 
drugs”. The writer held that the inclusion of drugs such as 
morphine and heroin on the Pharmaceutical Benefits Act 
list had been a dangerous step, because more unclaimed 
morphine and heroin was lying about hospitals and offices 
than ever before in history. This was due to the fact that 
the quantity of drugs prescribed by the medical practitioner 
was not always used up, and he prophesied that there would 
be a sharp rise in the amount of heroin and morphine used 
in Australia in future years. Dr. A. E. Lee remarked that 
the writer had certainly made out a case. The Federal 
Council resolved, on the motion of Dr. H. W. Horn, that the 
matter was one for the controlling authority in each State. 


The General Secretary tabled the report of a conference of 
the negotiating committee with the Minister for Health, held 
at Sydney on October 14, 1951. 
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Pensioner Medical Service. 


The General Secretary reviewed briefly the history of the 
negotiations with the Minister for Health in respect of the 
Pensioner Medical Service. The main facts in connexion 
with the discussion that took place are set out/in the report 
of the meeting of the Federal Council hejd/in September, 
1951, and recorded in THE MeEpicaL JOURNAL OF AUSTRALIA of 
November 10, 1951, at page 642. The General Secretary 
pointed out that when the medical profession accepted fees 
of 6s, and 7s. 6d. respectively for consultations in the surgery 
and domiciliary visits, it had been recognized that the 
amounts were inadequate. There had, however, been an 
undertaking that the scale of fees would be reviewed and 
then readjusted in accordance with the basic wage. No 
adjustment of fees had taken place until July, 1951, when the 
amounts became respectively 8s. and 10s. The question had 
been raised whether there had been a repudiation of the 
agreement. It all depended on what was meant by the 
expression “variation with the basic wage”. The General 
Secretary declared that it could not be said that the Minister 
had repudiated the agreement. The General Secretary read 
a letter which had been received from the Minister early 
in February, 1952. In this letter the Minister dealt with 
several bases on which the fees for the Pensioner Medical 
Service might be reviewed. The first was by an ad hoc 
agreement. Such an adjustment could be negotiated between 
the Commonwealth and the British Medical Association when- 
ever representations were made by either party, but at 
intervals of not less than, say, twelve months. This method 
would ensure a substantial degreé of stability, which would 
be advantageous to both parties. It was the method by which 
fees for various medical services rendered on behalf of 
governmental authorities generally had been adjusted from 
time to time. The second method was in accordance with 
variations in the rates of pensions. There the fees could be 
adjusted in accordance with movements in the rates of ake 
and invalid pensions, subject to a proviso that the Pensioner 
Medical Service fees should not exceed a fixed proportion 
of the standard general practitioner fees. There was, how- 
ever, no provision for the automatic movement of rates of 
age and invalid pensions. Any variation of the rates depended 
upon the policy of the government of the day and on the 
financial position of the Commonwealth. Also, it would 
appear to be most inappropriate to link the income of a 
medical practitioner with that of a pensioner. The third 
method was by relation to standard general practitioner feés. 
In this method the fees could be fixed at an agreed per- 
centage of the standard general practitioner consultation and 
visiting fees, but it would also be necessary to determine 
the relevant standard for fees applicable throughout the 
Commonwealth. The fourth method was in accordance with 
variations in the basic wage. The Minister went on to state 
that variation of the whole amount of the fees in direct 
proportion to movements in the basic wage would be quite 
out of harmony with arbitration principles and procedure 
and could not be agreed to by the Commonwealth. In 
further discussion on the variation of remuneration by 
reference to movements of the basic wage, the Minister 
pointed out that the ‘whole amount of the fees could not 
move with the basic wage. It became necessary to have 
regard to the component elements of the fees, with a view to 
ascertaining the adjustable portion which Would move with 
the basic wage. In addition to the element of remuneration, 
professional fees included an expense element. With medical 
practitioners’ fees the element of remuneration would be 
comprised of what might be regarded as a basic wage com- 
ponent, together with a margin covering payment for skill 
and profit. Any variation of the margin was entirely a 
matter for negotiation and agreement between the parties, 
and no provision for automatic variation of the margin 
according to movements in the basic wage or on any other 
basis could be contemplated. It coud be argued, the Minister 
stated, that income from Pensioner Medical Service fees was 
predominantly marginal income. It therefore contained no 
basic wage component, because it represented payment for 
services which previously had been largely unpaid. On the 
assumption, however, that Pensioner Medical Service fees 
did include a basic wage element, the Minister went on to 
argue that an analysis of expenses and costs showed clearly 
that only a fraction of the overall expenditure responded in 
any substantial degree to movements in the basic wage, and 
that even then there was some time lag. It was evident, 
therefore, that if it was agreed that some allowance should 
be made for the movement of expenses in determining the 
adjustable portion of the Pensioner Medical Service fees, the 
relevant expense figure would represent only a fraction of the 
total expense element of the fees. The information at present 
available indicated that the adjustable portion of the current 


Pensioner Medical Service fees—that was to say, the aggre- 
gate of the basic wage component and the relevant expenses 
element—would probably be in the vicinity of 2s. 6d. 


Dr. H. R. R. Grieve said that apparently there was a 
difference in the interpretation by the Federal Council of the 
original agreement and the interpretation by the Government. 
This, he thought, threw the whole thing open to a de novo 
agreement. There was no doubt, he said, that the fees 
originally agreed to were too low; the profession now asked 
for 10s. 6d. and 12s. 6d. The profession had found that the 
work was far more time-consuming than it had originally 
expected it to be. Moreover, the cost of giving the service 
had increased during the last two years. The increased 
work made it necessary to employ a secretary, and the cost 
of this was high. There was also an overall never-ending 
factor that more and still more people were coming into 
the service. Dr. W. F. Simmons said that during January, 
1952, he had during twenty-five working days attended 132 
pensioner patients in his consulting room and 114 in their 
homes. He was quite certain that the attendance on 
pensioners took more time than the attendance on ordinary 
private patients. During the subsequent discussions the 
General Secretary said that there was a demand from all 
the branches that the fees should be 10s. 6d. and 12s. 6d. 
The Federal Council then resolved that it would seek payment 
for services rendered to pensioners at the rate of 10s. 6d. 
per consultation and 12s. 6d. per visit, retrospective to 
January 1, 1952. It also decided that in the event of the 
Minister for Health offering a lesser sum than 10s. 6d. and 
12s¢ 6d., the Federal Council should inform him that it 
agreed to refer the matter to the Branches for their con- 
sideration. 

The Federal Council then considered a proposal that one 
supervisory committee should be established instead of two. 
After discussion it agreed to the replacement in each State 
of the committee appointed to supervise the Pharmaceutical 
Benefits Act and the Pensioner Medical Service by a single 
committee of six members, three of whom should be partici- 
pators in the Pensioner Medical Service. The function of 
this committee should be to consider matters relating to 
either service, including matters of discipline referred by the 
Deputy Director of Health in the respective States. The 
Federal Council also resolved to inform the Minister for 
Health that it approved of the suggestion for the widening 
of the terms of reference of the present Pensioner Medical] 
Service Federal Advisory Committee to enable the Depart- 
ment of Health to refer to it matters for advice or recom- 
mendation arising both under the Pensioner Medical Service 
and under the Pharmaceutical Benefits Act. 

The General Secretary drew attention to a report by 
Professor F. A. Bland on the form of administration of a 
national health service. It was resolved that consideration 
of the report should be deferred. 

The Federal Council had before it a copy of the Hospital 
Benefits Bill and also a copy of the second reading speech by 
the Minister for Health. The Federal Council did not discuss 
this in detail, but the view was expressed that the matter 
was of greater concern to medical benefit societies. 


The Federal Council considered a letter from the Tas- 
manian Branch requesting that a subcommittee should be 
constituted to investigate the present remuneration received 
by members of the medical profession and to make recom- 
mendations regarding over-all increase in fees charged and 
an increase in salaries paid to both full-time and part-time 
medical practitioners. The General Secretary said that the 
matter had been referred to the Branch Councils. The 
Victorian and Queensland Branches had approved of the 
suggestion, the South Australian Branch thought that the 
matter was one for the individual States, and the New South 
Wales Branch left the matter in the hands of its delegates 
Dr. J. B. G. Muir said that the Tasmanian Branch had put 
forward the suggestion for two reasons. The first had to do 
with the special grading of officers in hospital, and the second 
with a standard fee for general practice. The trouble was 
that in the Public Service in Tasmania medical officers 
received inadequate salaries. The Branch thought that some 
minimum fee to be charged by general practitioners should 
be stated. The General Secretary drew attention to the fees 
for salaried positions determined by arbitration in respect of 
the Repatriation Department. He said that the fees of 
general practitioners varied in different States and even in 
different parts of the same State. Dr. Leigh Cook said that 
strong factcrs were acting to produce uniformity in the 
different States. The provision of uniform hospital benefits 
would help to produce uniformity and dependence on a 
Federal schedule. Dr. J. G. B. Muir said that what the 
Tasmanian Branch required was information. It was resolved 
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that the General Secretary should obtain information from 
the branches in regard to the customary charges made by 
general practitioners in their States in respect of surgery 
consultations and domiciliary visits. 


At its previous meeting the Federal Council discussed the 
use of B.C.G. vaccine in private practice. On that occasion 
Dr. T. Giblin said that when an application was made in 
Tasmania for supply of the vaccine, the reply had been 
received that practitioners who wished to use it should be 
specially trained for the purpose. The Federal Council then 
resolved that a request should be made to the Minister for 
Health that B.C.G. vaccine should be made available for use 
by private medical practitioners. The General Secretary 
reported that he had had correspondence with the Director- 
General of Health in the matter, and the Director-General 
had expressed the opinion that it was necessary to determine 
whether the medical practitioner was capable of giving an 
intradermal injection. Further, the interpretation of the 
result of a Mantoux test required some experience. It was 
resolved that the General Secretary should be asked to 
approach the Post-Graduate Federation in Medicine with a 
suggestion that it should arrange courses of instruction in 
the administration of B.C.G. vaccine. 


The General Secretary reported that the Pharmaceutical 
Association of Australia and New Zealand had proposed that 
a Federal medico-pharmaceutical liaison committee should be 
formed. The question had been referred to the Branches, and 
all had approved with the exception of South Australia, which 
thought that if any Federal matter arose it could be referred 
to the Federal Council in Australia or to the corresponding 
body in New Zealand. The South Australian Branch thought 
that the proposed new body would serve no useful purpose. 
In its reply the Western Australian Branch expressed the 
opinion that if the committee as suggested was formed it 
should be’ non-political and non-executive, and that it should 
not issue statements to the Press. After this point had been 
discussed at some length Dr. C. O. F. Rieger asked what 
useful purpose the committee would serve. Dr. W. F. 
Simmons thought that the committee might help to have 
drugs and other preparations tested forrtheir purity. Dr. 
F. W. Carter thought that the committee would be a safety- 
valve for statements about matters of mutual interest. The 
Federal Council resolved that it approved of the suggestion 
that this committee should be formed. It also resolved that 
the function of the committee should be the discussion of 
matters of mutual interest referred to it by State medico- 
pharmaceutical liaison committees or by the Federal Councils 
of the British Medical Association and of the Pharmaceutical 
Association of Australia and New Zealand, that the com- 
mittee should be entirely non-political and without executive 
powers, and that it should not be permitted to issue state- 
ments to the Press, lay or professional, unless authority had 
first been obtained from the Federal Councils of the respec- 
tive organizations. The Federal Council resolved that Dr. 
F. W. Carter and Dr. R. Southby should be the represen- 
tatives of the Federal Council on the Federal Medico- 
Pharmaceutical Liaison Committee. 


The General Secretary reported that he had received from 
the Royal Netherlands Medical Association a letter asking for 
details of the Council’s policy. He had replied that in the 
near future an article written by himself would appear in 
the British Medical Journal. This article had been written 
at the request of the editor on that journal and was drafted 
on the same lines as the report which he had made to the 
World Medical Association. 


Publicity. 


The Publicity Committee of the Federal Council was 
reappointed as follows: Dr. A. J. Collins, Dr. W. F. Simmons, 
Dr. H. R. R. Grieve, Dr. A. E. Lee, Dr. L. R. Mallen and 
Dr. C. H. Dickson. 


Organization of the Profession: The Control of Fees. 


At its previous meeting the Federal Council, at the instance 
of the Queensland Branch, discussed the control of fees. 
One of the local associations in Queensland had without any 
warning determined to increase its fees, and this had upset 
all the calculations of the friendly societies in the district. 
A very embarrassing situation had been created. The Federal 
Council had then resolved that a legal opinion should be 
obtained. The General Secretary pointed out that the con- 
clusion to be drawn from the opinion of the Federal Council’s 
solicitors was that Branch Councils had no power to fix the 
fees to be charged by members in their practices. The 
General Secretary said that the matter was on of extra- 
ordinary difficulty and that he had recently received a further 
letter from the solicitors which might raise a doubt as to the 


complete validity of their previous conclusions. It was 
resolved that the opinion of counsel should be obtained. 


Special Groups. 


A letter was received from the Australian Association of 
Physical Medicine, which was one of the special groups 
within the Association. The Australian Association of 
Physical Medicine sent a resolution which had been carried 
at its annual meeting. This resolution stated that, as the 
consideration of rheumatic diseases overlapped the specialties 
of medicine, orthopedics, rheumatology and physical medi- 
cine, members of the subsection should be requested to 
approach physicians, orthopedic surgeons and X-ray thera- 
peuticians [sic] who were interested in rheumatic diseases, 
with a view to (a) coordinating the physical medicine section 
of the British Medical Association with rheumatologists in 
general; (b) giving early consideration in requesting the 
the Federal Council of the British Medical Association for 
permission to rename the subsection that of “Australian 
Association of Rheumatology and Physical Medicine’; (c) 
cooperating with the Australian Rheumatism Council in 
carrying out their suggestions for treatment of rheumatism 
throughout Australia; (d) advancing the knowledge of rheu- 
matism and rheumatic disease and physical medicine; (e) at 
all times furthering the objective of bringing together all 
those on whom the responsibility of treating rheumatic con- 
ditions had rested for so long. The General Secretary said 
that the matter had been referred to the Branches. While 
the Victorian Branch saw no objection to the proposal and 
the Tasmanian Branch supported the general principle, the 
other Branches were not in favour of the suggestion. The 
New South Wales Branch took exception to the first two 
objects named in the resolution from the Special Group. 
After discussion the Federal Council decided that it did not 
ge of the change of name of the Australian Association 
of Physical Medicine. 


British Medical Association. 


The General Secretary said that he sometimes had referred 
to him from England advertisements for university and other 
posts in Australia, asking whether the salary offered was 
appropriate to Australian conditions. He knew that the 
Editor of THE MepIcaL JOURNAL OF AUSTRALIA also experienced 
difficulty from time to time in coming to a decision. The 
medical Press in England and Australia held rightly that no 
advertisement should be accepted for publication if the salary 
offered was not suitable for the type of appointee who was 
sought, or for the conditions under which he would work. 
The General Secretary asked for some guidance from the 
Council on the matter. He was concerned chiefly with a 
minimum standard. It was pointed out in discussion that 
advertisements for university posts generally fell into one 
of two groups. One group contained what might be described 
as career advertisements, and those were the concern of 
graduates who joined a university staff in order to follow an 
academic career in teaching or in research. The second or 
temporary group was the concern of graduates who wished 
to proceed to a higher degree om diploma, who wished 
to undertake an isolated piece of research or who merely 
wished to fill in time. Reference was also made to the fact 
that a graduate in science was generally offered a lower 
salary than a medical graduate. In this regard it had to be 
remembered that although a medical graduate undertook a 
period of five years’ study as opposed to three years spent in 


* a science course, the graduate in science had a much deeper 


and wider knowledge of his subject than was possessed by 
an ordinary graduate in medicine. The Federal Council 
resolved that in its opinion the minimum salary for an 
appointment in a medical school, whether in respect of a 
medical or a science graduate, should be not less than that 
paid to a resident medical officer in a repatriation hospital. 
The Federal Council discussed the overseas subscription of 
members of the Association in Australia. The General Sec- 
retary said that on November 21, 1951, he had written to 
Dr. McRae, the Secretary of the Parent Body, regarding the 
statement in the British Medical Journal of November 17 
that the Finance Inquiry Committee of the Parent Body had 
proposed that the subscription of overseas members should 
be increased from £1 11s. 6d. to £2 2s. ber annum. He wished 
to know when it was proposed to give effect to this proposal. 
In his reply Dr. McRae stated that continuing increases in 
costs had compelled the Council of the Parent Body to look 
again at the overseas subscriptions, and it had decided with 
much regret that it had to be raised. The Council would 
recommend to the Representative Body at the next annual 
representative meeting to be held in July, 1952, that the 
overseas subscription should be raised from £1 11s. 6d. to 
£2 2s. The overseas representatives. would have an oppor- 
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tunity of expressing their views on the recommendation. 
Dr. McRae pointed out that the overseas subscription to the 


Association had remained at £1 lls. 6d. since 1922. The 
rising trend of costs had seriously affected the production 
costs of the British Medical Journal, and it had also affected 
the costs of the Association’s committees, conferences and 
negotiations which were devoted to the affairs of overseas 
members. It also had to be remembered that, with the pay- 
ment of a capitation grant to Branches and the loss on many 
overseas subscriptions through the variation in the exchange 
rates, the net revenue accruing to head office from each 
subscription was substantially less than the nominal amount 
paid by the member. If the Representative Body approved 
of the proposal the increase would take effect from January 1, 
1953. The General Secretary had drawn up a statement 
setting out the details in connexion with the overseas sub- 
scription. According to By-law 16 of the Pareht Body, a 
subscription of any member resident outside Great Britain 
and Northern Ireland and not a member of the armed services 
was one guinea and a half. In January, 1950, the ordinary 
rate of subscription in Great Britain had been increased 
from three to four guineas, and no alteration had been made 
in the Overseas rate of subscription, which had remained at 
£1 11s. 6d. since 1922. By-law 20 provided that Branches 
outside Great Britain would fix the amount of their own 
subscription. Thus the Branches in Australia, though entitled 
to fix their own subscriptions, had to pay to London 
£1 lls. 6d. per annum in respect of every member. By 
By-law 33 the Treasurer of the Parent Body was required 
to pay or to allow out of the funds of the Association to 
the Treasurer of each Branch a sum not exceeding 6s. in 
respect of every person whose name appeared as a member 
of that Branch. This money was used in the organization 
of the Branch, and in the case of the Australian Branches 
the grant had been the full amount of 6s. Thus, a Branch in 
Australia was required to send to London in respect of every 
member £1 lls. 6d. less 6s., or £1 5s. 6d. After discussion 
the Council of the Parent Body decided in 1934 that it would 
bear the loss resulting from the adverse exchange rate and 
had continued to do this ever since. In 1935, when the annual 
meeting of the Association was held in Melbourne, the Parent 
Body had decided to make a grant of £1000 a year to the 
Federal Council for three years. At its annual meeting in 
July, 1935, the Central Council of the Association had before 
it the report of a special committee set up to consider the 
financial position of the Association in Australia and South 
Africa. After considering the report of this body, the Central 
Council submitted the following proposals to the Federal 
Council of the Association in Australia: (i) That THE MEpIcAL 
JOURNAL OF AUSTRALIA should be recognized as the official 
journal of the Association in Australia, and that it be no 
longer compulsory for members in Australia to receive the 
British Medical Journal. (ii) That the annual and supplemen- 
tary reports of the Council and the annual financial statement 
should be issued to individual members, and that the Federal 
Council in Australia should agree to publish in THE MEDICAL 
JOURNAL OF AUSTRALIA such other notices as required to be 
published in the official organ of the Association. (iii) That 
the Federal Council in Australia should pay to the Parent 
Association an annual subscription of 5s. per member in 
respect of each member in Australia, in return for the 
privileges of ordinary membership with the exception of 
the receipt of the British Medical Journal. (iv) That those 
members of the Association in Australia who still wished 
to receive the British Medical Journal should be able to do 
so at a special annual rate of £1 11s. 6d. sterling. At its 
meeting in September, 1935, the Federal Council of the 
Association in Australia resolved that the proposal of the 
Central Council should be deferred and that in the meantime 
the General Secretary should communicate with the Central 
Council explaining the position and suggesting that the 
amount of £1 5s. 6d., which was paid to London in respect 
of each member, should be reduced to £1 1s. The General 
Secretary's statement went on to point out the following: 
(i) That the Central Council, by bearing the loss on exchange 
and by its grant of £1000 per annum for three years, had 
been generous to the Branches in Australia. (ii) That the 
amount of £1 5s. 6d. paid to London practically only paid 
for the British Medical Journal. (iii) That both the Central 
Council and the Federal Council were anxious to retain the 
ties which bound them together. The problem then was to 
find the best answer to the financial situation. The General 
Secretary gave it as his opinion that the proposal to increase 
the overseas subscription to £2 2s. was unwise from the 
Parent Body’s point of view. If this was done the question 
would obviously be asked by members in Australia why all 
the money should be sent to London and why it should not 
be used in developing an Australian Medical Association 
affiliated with the British Medical Association in the same 


way as the Canadian and the South African Medical Associa- 
tions were affiliated. As the Branches in Australia had prac- 
tically complete autonomy, the General Secretary thought 
that they should be prepared to meet the cost of their own 
organization and not ask for any favours of the Parent 
Body. Accordingly he suggested that the grant of 6s. per 
member should be discontinued. The question of the 
adequacy of the subscription charged to members in Aus- 
tralia was, he thought, no concern of the Branches in 
Australia. He also thought that it would not be in the best 
interests of the profession to make the taking of the British 
Medical Journal optional. The question then for consideration 
was whether, in all the circumstances, the sum of £1 11s. 6d. 
was too high a price to pay for the privileges to which a 
member of the Association in Australia was entitled by 
virtue of the link with the Parent Body. His own view 
was that it was not. Payment of £1 lls. 6d. in respect 
of every member would mean, of course, that an additional 
6s. per member would have to be sent to London. He thought 
that such an arrangement would be preferable to that con- 
templated by the Parent Body. The General Secretary said 
he had sent a copy of his statement to Dr. McRae, the 
Secretary of the Association in London. Dr. McRae had 
replied that the suggested arrangement could not be applied 
to Australia only, but would have to be applied to all the 
overseas Branches. It was pointed out in discussion that the 
members in Australia numbered approximately two-thirds of 
overseas members, and that with the members of the New 
Zealand Branch, which did not look favourably on the 
proposed increase by the Parent Body, they constituted about 
three-quarters of the overseas membership. Dr. C. Byrne 
said that there had been some mention in Victoria of the 
formation of an Australian Medical Association. Dr. Leigh 
Cook said that in Western Australia they did not want to 
have an Australian Medical Association as an alternative 
to the raising of subscriptions. Dr. H. R. R. Grieve said 
that apart from what he might call the spiritual significance 
of union with the Parent Body, the name “British Medical 
Association’”’ was known to the public. Dr. C. O. F. Rieger 
said that in South Australia there were sentimental reasons, 
and that the present ties should not be severed for a mere 
10s. 6d. per year. Dr. T. Giblin pointed out that the Tas- 
manian Branch could not increase its subscription, which 
stood at £8 8s. per year. He would have tc oppose any 
proposal which made an increase in subscription necessary. 
After further discussion the Federal Council resolved that 
the subscription to the Parent Body should be {1 lls. 6d., 
to be paid in sterling. 

The General Secretary reported that he had received from 
the Deputy Secretary of the Parent Body an inquiry on 
behalf of the Amending Acts Committee of the Parent Body 
for information about the health scheme of the Common- 
wealth Government. It was resolved that the matter should 
be left in the hands of the General Secretary. 

The General Secretary reported that he had received a 
request from the editor of the British Medical Journal asking 
him to write an article dealing with the Commonwealth 
Government’s health scheme. The article had been supplied 
and would shortly be published in two parts. 

The General Secretary reported that he had received an’ 
invitation from the Parent Body for the Federal Council to 
send a delegate to the annual meeting of the British Medical 
Association and the Irish Medical Association, to be held 
at Dublin from July 7 to 11, 1952. The Federal Council 
appointed Dr. A. M. McIntosh, of the New South Wales 
Branch, to be its delegate. rt 

The General Secretary reported that he had received from 
the Empire Medical Advisory Bureau a copy of the regula- 
tions for post-graduate diplomas and courses of instruction 
in post-graduate medicine in England. 


British Commonwealth Medical Conference. 


Reference was made to the third annual meeting of the 
british Commonwealth Medical Conference, to be held at 
Caleutta from March 20 to 23, 1952. The General Secretary 
reported that Dr. A. E. Lee had accepted nomination as 
the delegate of the Federal Council, and would attend the 
conference. i? 

National Health and Medical Research Council. 


The Federal Council had before it a report by Dr. W. F. 


Simmons of a meeting of the Medical Research Advisory 
Council held on September 158, 1951, and also a report by 
Dr. Simmons of the thirty-second session of the Council 


held at Sydney from November 19 to 21, 1951. The President 
thanked Dr. Simmons for his reports and for the wealth of 
information which they contained 
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Commonwealth Department of Health. 


The General Secretary reported that he had received from 
the Director-General of Health a letter asking that the 
Federal Council would use its influence to persuade medical 
practitioners to exercise the utmost care in prescribing, with 
a view to the avoidance of extravagance in prescribing and 
thereby wastage of valuable drugs. This letter had already 
been discussed in connexion with the Pharmaceutical Benefits 
Service. 

A letter was received from the Director-General of Health, 
enclosing a communication from the Minnesota State Radio- 
logical Society in regard to the institution of radiological 
examination of the chests of all patients admitted to hospital 
as a routine measure. Dr. J. B. G. Muir pointed out that 
this had been done at the Hobart General Hospital for about 
twelve months. The Federal Council resolved that it approved 
in principle of the procedure recommended by the Minnesota 
State Radiological Society. 

The General Secretary reported that he had received from 
the Director-General of Health a letter advising of a change 
of procedure in the control of cortisone. A notice of the 
change was published in THE MeEpicaL JOURNAL OF AUSTRALIA 
of February 16, 1952, at page 239. 


World Medical Association. 


The Federal Council had before it the report of Dr. L. R. 
Mallen and Dr. Edgar Thomson, the delegates of the Federal 
Council to the fifth general assembly of the World Medical 
Association at Stockholm in September, 1951. The General 
Secretary also presented the minutes of the general assembly 
and the minutes of the thirteenth council meeting of the 
World Medical Association, held at Stockholm on September 
20 to 23, 1951. It was noted that at the general assembly 
a ballot was held for the election of three members of 
Council. Those appointed were Dr. Elmer Henderson of the 
United States of America, Dr. P. Glorieux of Belgium, and 
Dr. L. R. Mallen of Australia. The President thanked Dr. 
Mallen for his report and congratulated him on his election 
to the Council of the World Medical Association. 

It was noted that the sixth general assembly of the World 
Medical Association was to be held at Athens on October 12 
to 16, 1952. The Federal Council discussed the appointment 
of delegates to the sixth general assembly and decided that 
as Dr. L. R. Mallen would be present in his capacity as 
member of Council he should be appointed delegate of the 
Federal Council to attend the meeting. 

The General Secretary said that he had received from the 
Secretary of the World Medical Association the statement 
containing ten principles in regard to medical certification. 
The principles are as follows: 


1. When providing a medical certificate a physician 
should always observe professional secrecy within the 
limitation of national laws. 


2. The physician should be as accurate and as objective 
as possible and prudent in filling out a certificate. 


3. The purpose of a certificate not issued on a pre- 
scribed form should be clearly stated on the certificate 
by the physician. 


4. The statements in the certificate should be sufficient 
to achieve its purpose. 


5. The statements 
examination and observation should be easily dis- 
tinguished from statements based on information given 
by the person concerned or by others. Stating on a 
certificate the results of special investigations made 
in writing by another physician, the certifying physician 
should specify the name and address of the former 
physician. 


6. The physician should give sufficient information 
regarding the person whom the certificate concerns, 
such as name, sex, occupation, age and address. It 
should be stated whether or not the person concerned 
has been known’ previously to the physician. 


7. The certificate should bear the date of the examina- 
tion, the date of issue, and the signature and address 
“of the physician. 

8. Medical certificates should always be restricted to 
matters which involve medical knowledge and judgement. 


9. Whenever medical certification is required the 
physician should receive adequate remuneration for it 
because of the grave responsibility he takes. 


10. When certificates are required on special forms 
these should be prepared and payment determined in 


resulting from the physician’s . 


agreement with the relevant medical professional 
organization. 

The General Secretary said that he had referred these 
principles to the Branches and that they were all in agree- 
ment with them. A reply would accordingly be sent to the 
World Medical Association. 


Further reference was made to a communication received 
from the World Medical Association in regard to a plan to 
aid persons becoming ill in a foreign country. The General 
Secretary said that he had referred this to the Branches and 
that the replies indicated that the plan was not applicable 
to Australia, and that present arrangements were sufficient. 
It was resolved that the World Medical Association should 
be informed that the Federal Council was of the opinion 
that the treatment of foreign national becoming ill in Aus- 
tralia was adequate and that no difficulty was experienced 
in arranging for the care of any national who might become 
ill in any of the States of Australia. 

The General Secretary presented a letter from the Sec- 
retary of the World Medical Association in regard to an 
international conference on medical education, to be spon- 
sored by the World Medical Association and to be held in 
London either late in August or early in September, 1953, 
just before the seventh general assembly of the Association 
in Amsterdam. The general programme of the conference 
would centre round the following three questions: (i) What 
is the aim of undergraduate medical education? (ii) What 
should be the requirements for entrance into medical studies? 
(iii) What scope and weight should be given in medical 
education to preventive medicine, social medicine, general 
clinical medicine and specialization, psychosomatic medicine? 
The Secretary of the World Medical Association described the 
conference as the most important project ever proposed in 
the field of medical education. The General Secretary said 
that he had referred the matter to the Branches. The New 
South Wales, Tasmanian and South Australian Branches 
approved of representation of the Federal Council at the 
conference. The Queensland Branch had referred the matter 
to Dr. E. S. Meyers, Dean of the Faculty of Medicine in the 
University of Queensland, and the Victorian Branch stated 
that the Federal Council should incur no liability in the 
matter. In reply to a question whether the findings of the 
conference were likely to influence medical education, the 
President stated that it appeared to be a long-range policy. 
It was impossible to say what good was likely to follow 
immediately on such a conference. Dr. C. O. F. Rieger 
deplored an attitude of mind which always led to the question 
of what good was likely to be obtained from such an effort. 
He thought that the. question should sometimes be asked 
whether Australia had anything which it could give to other 
nations about the matter. 

The General Secretary reported that he had been advised 
that Dr. William J. Holmes, a member of the United States 
Committee of the World Medical Association, would shortly 
be visiting Australia and giving a series of lectures in 
ophthalmology. 

The General Secretary stated that he had received a 
summary of the Geneva Convention. Copies had been sent 
to the branches and to the members of the Federal Council. 
It was noted that the Geneva Convention had not yet been 
ratified by the Commonwealth Government. 


The General Secretary reported that he had received a 
statement from the Secretary of the World Medical Associa- 
tion regarding supporting committees of the World Medical 
Association. Consideration was deferred until the next 
meeting of the Federal Council. 


The General Secretary reported that the annual subscrip- 
tion of Australia to the World Medical Association for 1952 
had been paid by the Honorary Treasurer. The subscription 
was at the rate of 20 Swiss centimes for each member; the 
total was £157 2s. 6d. Australian currency. 


Repatriation Department. 


Medical Benefits for Widows, Widowed Mothers and 
Orphans of the 1914-1918 and the 1939-1945 Wars. 


The General Secretary reported that he had received a 
communication from the Repatriation Department setting out 
the rates of payment for attendance on widows, widowed 
mothers and orphans of the two World Wars. The rate for 
attendance in the metropolitan area would be £2 15s. 4d. 
per annum, and the country rate would be £3 8s. 1d. The 
General Secretary said that he had written to the Branches 
in regard to the method of payment. Most of them thought 
that payment should be on a fee-for-service basis. The 
Federal Council resolved that consideration should be 
deferred until such times as a satisfactory agreement had 
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been reached with the Minister for Repatriation in regard 
to the fees payable to local medical officers. 


Fees Payable to Local Medical Officers. 


The General Secretary stated that he had had no reply 
from the Minister for Repatriation to his letters in regard 
to the payment of local medical officers. After various 
courses of action had been suggested the Federal Council 
resolved that the matter of fees payable to local medical 
officers should be left in the hands of the executive officers 
to negotiate personally with the Minister for Repatriation 
and the Chairman of the Repatriation Commission and that 
failing a successful outcome of the negotiations the opinion 
of the Branches should be obtained in regard to the wisdom 
of local medical officers being asked to resign. 


A letter was received from the Western Australian Branch 
in which it stated its opinion that the fee paid by the 
Repatriation Department for intramuscular injections— 
namely, one guinea—was higher than it need be. The 
Western Australian Branch thought that if the fees payable 
to local medical officers were raised in accordance with the 
suggestion of the Federal Council, the fee payable for intra- 
muscular injections could be reduced to that level. After 
discussion the Federal Council resolved that there should be 
no increase in the consultation fee when an intramuscular 
injection was given at that consultation. The Federal 
Council resolved to convey its decision to the Chairman 
of the Repatriation Commission forthwith. 


It was also resolved that a letter should be written to the 
Chairman of the Repatriation Commission seeking an inter- 
view by the executive officers in regard to the fees payable 
to local medical officers. 


The Pensioner Review Report. 


At a previous meeting the Federal Council discussed the 
fee paid by the Department for completion of Form KK, the 
war pension medical report. It was thought that the fee of 
10s. 6d. paid for the completion of this report was far too 
low, and a request was made for a fee of two guineas. The 
General Secretary said that he had received a reply from 
the Chairman of the Repatriation Commission offering a fee 
of one guinea. The Federal Council decided that this offer 
should be accepted. 


The Completion of Form MF 9A. 


The General Secretary reported that he was still awaiting 
a reply in regard to the fee payable for the completion of 
Form MF 9A. 


Admission of Civilian Patients to Repatriation 
Hospitals. 


At a previous meeting the Federal Council had considered 
the admission of civilian patients to repatriation hospitals 
and had advanced the view that the authority sponsoring the 
admission of such patients, namely the Department of 
Health, should be responsible for the payment of the fees 
of the visiting specialists who attended such patients. The 
General Secretary read a reply from the Chairman of the 
Repatriation Commission, in which it was pointed out that 
in order to assist the Government in its campaign against 
tuberculosis the Repatriation Department had agreed to 
admit to treatment to an extent limited by the availability of 
beds a small number of civilian patients for whom treatment 
was urgently needed and for whom suitable accommodation 
could-not immediately be provided in public hospitals or 
State sanatoria. These patients were of the type normally 
treated in public hospitals or State institutions, and the 
medical profession normally gave honorary service to them. 
Visiting specialists to repatriation hospitals suffered no 
financial loss; they did, in fact, receive payment for their 
services at repatriation institutions. Under existing con- 
ditions the visiting specialists saw the civilian patients 
during their ordinary visits, for which they were paid on 
a sectional basis. Any departure from the present method 
of payment would involve additional clerical work and time- 
keeping, which was considered to be unjustified by the small 
numbers of patients involved. In any case the Repatriation 
Department could not by itself agree to any new system of 
payment. Other government authorities would have to be 
consulted. After discussion the Federal Council resolved 
that while it was prepared to accept the present treatment of 
civilian tuberculous patients in repatriation hospitals as a 
temporary expedient in an emergency, it was strongly 
opposed to any such extension of Repatriation Department 
activity to civilian patients as a general principle. It stated 
that this decision would be reviewed in twelve months’ time. 


Consultation at Specialists’ Consulting Rooms. 


The General Secretary reported that correspondence had 
taken place with the Chairman of the Repatriation Com- 
mission regarding consultation at specialists’ rooms. The 
Chairman wished to know what was the usual fee. The 
Federal Council resolved to inform him that the usual fee 
was three guineas. 


Fee for Ophthalmological Examination. 


A communication was received from the Queensland 
Branch stating that in its opinion the fee of one guinea 
payable for an ophthalmic examination and completion of 
Form 838C was inadequate. It asked for an increase in the 
fee. It was pointed out that this question was covered by 
the previous resolution and that the fee should be three 
guineas. 


Fees for Radiological Examinations. 


A communication was received from the College of 
Radiologists (Aust. and N.Z.) forwarding a copy of fees 
for examination by X rays and requesting that it should 
be submitted to the Chairman of the Repatriation Com- 
mission. It was pointed out that in many instances the 
fees in the schedule were stated on a sliding scale. The 
Federal Council resolved to recommend to the College of 
Radiologists (Aust. and N.Z.) that a uniform scale of charges 
for all States should be drawn up for submission to the 
Chairman of the Repatriation Commission. 


Fees Payable by Government Departments to Medical 
Practitioners. 


A discussion took place on the fees paid by Commonwealth 
Government Departments to medical practitioners. The 
Federal Council resolved to make an investigation of such 
fees in order to obtain uniformity. 


Emergency Medical Services. 


The General Secretary reported that as instructed he had 
written to the Prime Minister in regard to the administration 
and control of Emergency Medical Services. In the course 
of this letter the General Secretary pointed out that from 
its inception the Central Medical Coordination Committee 
had been regarded by the medical profession as a body 
essential for the proper allocation of medical manpower 
under war conditions. The medical profession had always 
been firm in its belief that the Committee should come under 
the Department of Defence. In 1944, when the control of 
the coordination committees was transferred from the 
Department of Defence to the Department of Health, a strong 
protest had been entered to the Acting Prime Minister. 
Reference was made to the view of Sir Victor Hurley that 
it Was the considered opinion of the British Medical Associa- 
tion that the Committee would function more effectively 
under the Department of Defence than under the Department 
of Health. The Federal Council therefore respectfully 
requested that consideration should be given to the placing 
of the Central Medical Coordination Committee with the 
Department of Defence. In his reply the Prime Minister 
stated that it was inevitable that the Medical Planning Com- 
mittee should function under the wegis of the Department of 
Health and that this arrangement constituted the best use 
of the Commonwealth administrative machinery and ensured 
that the machine was kept at its most economical size. 


The Registration of Alien (‘New Australian”) Medical 
Practitioners. 


Further reference was made to the registration of alien 
(‘New Australian’) medical practitioners. Conferences had 
been held between representatives of the Department of 
Immigration and Labour and National Service with represen- 
tatives of the Federal Council on the matter. The report 
of this conference was before the Federal Council. In dis- 
cussion the opinion of the Federal Council was obvious— 
namely, that the question was one of education and was the 
concern of the teaching and registering bodies. It was 
pointed out that the British Medical Association was often 
blamed when alien practitioners could not be registered, and 
such statements were hard to refute. It was difficult to make 
non-medical people understand that the British Medical 
Association was not a statutory body and therefore had no 
power in the matter of registration. The Federal Council 
resolved that as the matter of alteration of the conditions 
of registration of alien practitioners was purely a matter 
for the States, the Federal Council was of the opinion that 
it should not proceed further in the matter but should recom- 
mend to the Federal Government that it be referred to a 
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meeting of representatives of State registering bodies. The 
Federal Council was prepared, however, to continue to give 
advice on any aspect of the problem within its competence. 


Medical Education. 


Further reference was made to the Federal Council’s 
proposals to conduct an investigation into medical education 
in Australia, and Professor Peter MacCallum had been written 
to in the matter. The General Secretary reported that 
Professor MacCallum was at present unable to discuss the 
proposal as he was proceeding to Ceylon to make an investi- 
gation into medical education in that island. He would deal 
with the matter on his return. 


Ships’ Surgeons. 


The General Secretary read a reply from the General 
Secretary of the Australasian Steamship Owners’ Federation 
in reply to a request by the Federal Council that the 
remuneration payable to ships’ surgeons on the Australian 
coast should be increased. The Federation was prepared to 
agree that the remuneration should be at the rate of £700 
per annum from October 1, 1951, the fees for first-class 
passengers to remain at 10s. 6d. per attendance and second- 
class passengers 7s. 6d. per attendance. It was resolved that 
this should be accepted and that no further action should be 
taken. 


The Fee for Examination for Life Assurance. 


The General Secretary stated that he was still awaiting a 
reply from the .Life Offices’ Association to the Federal 
Council’s request for an increase in the fee payable for a 
report and examination in respect of life assurance. 


The Australian Red Cross Society and the Order of 
Saint John. 


The General Secretary reported that he had received a 
communication from the Australian Red Cross Society and 
the Order of Saint John in regard to first aid and home 
nursing. The cooperation of the members of the British 
Medical Association was invited. A request had been sent 
to the Branches and all had agreed to cooperate. 


The Returned Soldiers’, Sailors’ and Airmen’s Imperial 
League of Australia. 


A request was received from the Returned Soldiers’, Sailors’ 
and Airmen’s Imperial League of Australia for cooperation in 
the awarding of a prize of at least £250 for a paper on the 
cause, diagnosis and treatment of any disease which in the 
opinion of the British Medical Association was more peculiar 
to ex-servicemen than to the general community. It was 
thought that sufficient information had not been given with 
the request. The matter was left in the hands of the 
President and the General Secretary. 


A Code of Ethical Rules for Industrial Medical 
Officers. 


A request was received from the Queensland Branch that 
consideration should be given to the drafting of a code of 
ethical rules for industrial medical officers. It was pointed 
out that the New South Wales Branch Council had drafted 
such a code and had tried to introduce it at a special meeting 
held for the purpose. 
Branch members. After discussion, in which it was pointed 
out that such an ethical code would not affect the activity 
of departmental medical officers, Dr. Charles Byrne said that 
he had had some experience of industrial medical practice. 
He said that in a series of 100 men who had suffered from 
industrial accidents or other ailments, 77°9% had lost time 
and the average of time lost was fourteen and a half days. 
In another series of 10,000 individuals the percentage of time 
lost was 55-7 and the number of days lost 15-9. These figures 
could be cut by three-quarters and sometimes by much more. 
Industrial medical practice was concerned particularly with 
production and had an important bearing on team work in 
industry. He thought that the employee should have freedom 
of choice of his doctor. He did not think that any patient 
ever belonged to a particular doctor, and if the employee 
wished an industrial medical officer to attend him, because 
he had seen him in the first instance when he was injured, 
Dr. Byrne saw no reason why he should not do so. Dr. 
W. F. Simmons agreed with Dr. Byrne that the neopeoree 
should have freedom of choice of his doctor. Dr. J. B. 
Muir said that if the New South Wales Branch had drafted 
rules it would be*useful if they were sent to other Branches. 
Further consideration of the matter was deferred. 


The code had not been accepted by . 


The Visit of Sir Allen Daley to Australia. 


A letter was received from the South Australian Branch 
forwarding the copy of a communication from the Post- 
Graduate Committee in Medicine of the Ufiversity of Adelaide 
asking that consideration should be given to the making 
of an approach to the Nuffield Foundation suggesting that 
Sir Allen Daley should be invited to Australia. It was 
explained that Sir Allen Daley would give a series of lectures 
in Australia. After discussion the Federal Council decided 
to endorse the proposal, and expressed the view that the visit 
of Sir Allen Daley to Australia would be of benefit to, the 
profession. It resolved to inform the Nuffield Foundation to 
that effect. 


Votes of Thanks. 


It was resolved that the thanks of the meeting should be 
extended to the President, Dr. A. J. Collins, for presiding, to 
the Tasmanian Branch Council for its hospitality, and to 
Dr. T. Giblin and Dr. J. B. G. Muir for their hospitality. 
The Federal Council also recorded its appreciation for the 
work of the secretariat, Dr. J. G. Hunter and Miss H. 
Cameron, during the meeting. 


Date and Place of the Next Meeting. 


It was resolved that the next meeting of the Federal 
Council should be held in Melbourne at 9.30 a.m. on Thursday, 
August 21, 1952. 


Addendum. 


Declaration of Fharnecmtan Benefits for Specified 
Diseases. 


The following is an extract from the Commonwealth of 
Australia Gazette, Number 22, of March 138, 1952, page 1896. 


e Declaration eee in Gazette No. 83, dated 8th November, 1951, 
having reference to Phenindamine Tartrate, &c., is hereby cancelled. 


2. Pursuant to aub-reguiation (1) of Regulation 144 of the Pharmaceutical 
Benefits Regulations, rle Page, the Minister of State for Health, do hereby 
declare : that the iekacuuaneal benefits specified in column 2 of the following 
table may be prescribed only for the treatment of a disease specified in column 3 
in relation to that pharmaceutical benefit. 


Col. 1. Col. 2. Col. 3. 
Item Pharmaceutical 
No. Benefits Disease. 
11 Aureomycin . Acute and sub-acute Bacterial Endo- 


Pneumonia 
which has not responded to penicillin 


| 

| 

Fecalis. 
| 

| nor to 
| 


carditis—Str. 


Urinary tract 
infections due Gram-negative 
organisms. 
24 Chloramphenicol Typhoid fever. 
Brucellosis. 


| Typhus and other Rickettsial Diseases. 
Influenzal Meningitis. 
| Granuloma Inguinale. 
Lymphogranuloma Venereum. 
Hemophilus Pertussis. 
Haemophilus Influenza. 
Acute Laryngo-Tracheo-Bronchitis. 
Salmonella infections. 
Severe Gastroenteritis in children. 
Hemophilus Influenza 
Chancroid. 
Friedlander Bacillus Pneumonia. 
Acute Tuberculosis. 
Salmonella infections. 
Bacillary Dysentery. 
Tularemia. 
Surgical conditions of the bowel. 


40 Dihydro-Streptomycin 


1244 | Phenindamine Tartrate Parkinsonism. 
139 | Quinine Bisulphate Malaria, 
140 Quinine Dihydrochloride | Malaria. 
141 Quinine Hydrochloride Malaria. 
142 Quinine Sulphate Malaria. 
152B Stilbastrol Carcinoma of the Prostate. 
153 Streptomycin Hemophilus Influenza. 
Chancroid. 
' Friedlinder Bacillus Pneumonia. 
Acute Tuberculosis. 
; Salmonella infections. 
| Bacillary Dysentery. 
| Tularemia. 
| § Surgical conditions of the bowel. 
168A Testosterone Propionate Mammary Carcinoma. 


Dated this sixth day of March, 1952. 


EARLE PAGE, 
Minister of State for Health. 
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Dut of the ast. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


GOVERNOR MACQUARIE TO MR COMMISSIONER 
BIGGE.’ 


Government House, 
Sydney, 
November 6, 1819. 


Sir, 


You say you consider the appointment of Mr Redfern to 
the magistracy as replete with Danger to the Community 
& with Mischief to Myself. 


Where the Danger Can Arise from Availing Myself of the 
Services of a Man of the first Talents in this Country, whose 
Conduct as a Public Servant of the Crown Since his Arrival 
in it, has been irreproachable, is to me incomprehensible, 
in as much as it relates to himself personally, and to his 
Qualifications for the important Trust of a magistrate. 


In regard to Mr Redfern’s having been transported to this 
Colony, as I have availed Myself of the Services of Persons 
in a Similar Predicament for Nine Years past, without any 
Evil having resulted but on the Contrary Much Good, I am 
at a loss to discover the Grounds on which you have formed 
so decided an Opinion. Had you expressed a Wish to Me 
even thus early in the progress of your Investigation and 
before this Subject had been brought before you in any 
Official Way, that I should Suspend this System for the 
present and that this Communication had been made to Me 
Antecedent to My Promise to Mr Redfern, I should most 
assuredly have deferred Nominating him to the Magistracy, 
until this important point to the future Prosperity of this 
Colony had been further discussed at Home. 


I am willing to make every reasonable Sacrifice of My 
own Feelings to the Wishes and Views of His Royal High- 
ness the Prince Regent and His Majesty’s Ministers: but I 
feel that I should be no longer worthy of the Situation I 
hold in this Colony, were I to make so Complete an 
Abandonment of my Authority, Honor and Principle as to 
Cancel an Appointment after the Precept had been made 
out and actually signed by Me in Conformity to a Promise 
made before Your Arrival in this Colony. 


I have hitherto omitted to lead Your Attention to the 
Consideration of the feelings of the Man, thus singled out 
as it would Seem for Persecution! a man who for the last 
Seventeen Years has been actively employed for the Benefit 
of his Fellow Creatures: who has during that time been 
One of the Most Loyal and Useful Subjects to the Govern- 
ment in this Country: a Man, who, while the persons, who 
have been principally instrumental in Exciting the Bias felt 
by You and Others against him and All those in his 
Unfortunate State, were treating His Majesty’s Representa- 
tive with every Indignity and Violence Short of that of 
taking his life, Exerted himself in preserving an Existence 
most dear to him, that of his own Daughter, the Governor's 
only Companion in that Hour of Horror & Misery. 


You already know that above nine-tenths,of the Popula- 
tion of this Colony are or have been Convicts or the children 
of Convicts. You have Yet perhaps to learn that these are 
the people who have Quietly Submitted to the Laws and 
Regulations of the Colony altho’ informed by the Free 
Settlers that they were Illegal! these are the Men who 
have tilled the Ground, who have built Houses and Ships, 
who have made wonderful efforts, considering the Dis- 
advantages under which they have acted in Agriculture, in 
maritime Speculations and Manufactures: these are the men, 
who, placed in the balance as Character, both moral and 
political (at least since their arrival here) in the opposite 
Scale to those Free Settlers (who struggle for their Depres- 
sion) whom you will find to preponderate. 

I have, &c., 


L. Macavarie. 


1From the original in the Mitchell Library, Sydney. 


[Sydney Gazette, November 13, 1819.]}' 


Government House, 
Sydney, 
November 12, 1819. 
His Excellency the Governor has been pleased to nominate 
and appoint William Redfern Esquire to be a Justice of the 
Peace and Magistrate in the District of Airds and through- 
out the territory of New South Wales: and he is to be 
respected and obeyed accordingly. 
By His Excellency’s Command. 
J. T. CAMPBELL, 
Secretary. 


Correspondence. 
PHARMACEUTICAL BENEFITS. 


Sir: Surely the Federal Minister of Health and/or his 
advisers have been somewhat hasty in their action by 


‘regulation, in limiting the prescribing by practising medical 


practitioners of the more expensive antibiotics provided by 
the Pharmaceutical Benefits Act? 

Surely the published reason for this drastic action, 
namely, the extravagant and probably unnecessary prescrib- 
ing of these drugs by a small minority of practitioners, does 
not justify him in penalizing the greater majority of 
conscientious practitioners, by depriving them of the right 
of using these drugs as they think fit? And will this action 
prevent the minority from endorsing their prescriptions in 
the manner required by the regulations? 

Statements made more than suggest that these drugs have 
been prescribed with extreme profligacy, and that a minority 
of practitioners have forgotten their responsibility, not only 
as doctors but as citizens in their indirect expenditure of 
public funds. 

It is suggested that a more equitable method of restricting 
the use of these drugs could be achieved by the Minister 
appointing boards composed of practising medical prac- 
titioners, possessing statutory powers in the various States, 
who could discipline proven offenders. 

Although this action might be in conflict with one of the 
objections raised by the profession against the original Act, 
nevertheless, if carried into effect, it would retain for the 
profession the right to prescribe as they deem fit and not 
deny the general public their use. 

It may be argued that under the present regulation the 
general public are not denied their free use; but few prac- 
titioners will deny the fact that the restricted list of diseases 
for which their use is permitted is far too small. One might 
even say treatment by regulation! 

Yours, etc., 

Mascot, C. H. JAgpe. 
New South Wales, 

Ma@ech 15, 1952. 


CANCER RESEARCH. 


Sir: We are interested by your editorial “Cancer 
Research” in your number of March 1. While it is true 
that the “virus hypothesis” has been abruptly abandoned 
“in certain quarters” as you say, yet a glance at current 
American and Continental literature on viruses in cancer 
will show that it is considered of great importance in many 
other quarters. There is, of course, no connexion between 
the questions of whether malignant cells survive freezing 
and whether the “continuing cause” of cancer is a virus. 
This is obviously so, since the presence of living cells, even 
if this can be proved, does not preclude the existence of a 
Virus as well. A careful study of Dmochowski's paper 
(British Medical Journal. November 18, 1950) shows that 
according to him the number of viable cells decreased 
rapidly on increasing the freezing time from twelve hours 
to twenty-five days. Out of 14 experiments growth was 
obtained in three out of seven tumours frozen for twelve 
hours, and none out of seven tumours frozen for longer 
than this, though tumours were obtained on implantation 
in 13 out of the 14 experiments. Some of the material, 


negative on tissue culture, produced tumours in four days, 
and in our own series tissue frozen for one hundred and 
fifty-five days produced 100% tumours within eleven days. 
This suggests that tissue culture is no guide at all in 
assessing the tumour-producing potency of any sample. It 
is strange that no investigators from 1917 (when interest 
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in mammalian cell survival on freezing was at its height) 
until 1950 have ever obtained positive tissue cultures before 
in long frozen tumour tissue. In this connexion we recom- 
ment perusal of the paper by Epstein in Volume V, Number 
3 (September, 1951), of the British Journal of Cancer. Here 
he proves the complete death of the cells of the Rous 
sarcoma on freezing for thirteen days at —70° C., on drying, 
with and without freezing, and on repeated freezing and 
thawing. The proof is an elegant one and shows well that 
histological techniques are not the ones most likely to yield 
conclusive results on this question. To quote Passey 
(British Medical Journal, November 18, 1950): “The micro- 
scope cannot with certainty reveal if tumour cells are alive 
or dead.” - We can add, and the clinical pathologists will 
endorse this, that rapid freezing to -79° C. is one of the 
best histological fixatives known and preserves the appear- 
ance of the cell undistorted, so that it is impossible to tell 
it from a living cell (Altmann). 
What is required is to settle whether transmission of 
experimental cancer is exclusively by implantation of living 
cells or not. If the latter, then the viability of mammalian 
cells at -—79° C. and in the dried state becomes merely a 
matter of interest to searchers after miracles and can be 
divorced from the cancer problem. It would be a major 
miracle indeed if the behaviour of cancer cells in tissue 
culture under various conditions had changed qualitatively 
since 1930 when the subject was thoroughly investigated by 
W. Cramer (1.C.R.F. Ninth Annual Report). The search 
for such a miracle is obviously still inspired by the opinions 
(promulgated with the most skilled methods of propaganda) 
of the cellular pathologists of the early part of the century. 
They naturally did not know of the unusual properties of 
those minute agents of disease, one of whose most striking 
characteristics is survival at low rather than high tempera- 
tures and whose filtrability naturally depends on the highest 
temperature of extracellular survival. 
Yours, etc.,. 
W. E. Gye. 
Perth, IpA MANN. 
Western Australia, 
March 9, 1952. 


FATAL STINGS TO NORTH QUEENSLAND BATHERS. 


Sir: I am very grateful for the remarks, suggestions and 
few corrections of Dr. R. V. Southcott in his most informa- 
tive letter of February 23 last. He, however, asks a number 
of questions, but as, at present, I am preparing an article 
on another type of jelly-fish sting—apparently the cause of 
his cases, without weals—and which he refers to as type A 
stingings, perhaps he will not mind my delay in reply to 
his queries until the article appears. I propose to call his 
type A stingings the Irukandji sting, for it is most desirable 
to give it a name of some sort. His appears to be the very 
first reference in the medical literature, apart from my own 
references to such stings. . 
These Irukandji stings were first noted before the last 
war, and were looked for every summer since. However, 
details of these will be forthcoming later. 
The Physalia is quite common in this area, and to correct 
the denial by Mr. F. A. McNeill, specimens of such were 
forwarded to him at the Australian Museum. 
Yours, etc., 
52 Abbott Street, H. FLeckKer. 
Cairns, 

North Queensland. 
February 25, 1952. 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION): EIGHTH SESSION. 


Sir: It has come to the knowledge of the Executive of the 
Eighth Session of the Australasian Medical Congress 
(British Medical Association) that certain national specialist 
bodies may be planning to hold meetings within the period 
of time allotted to the Congress. The Executive realizes 
the convenience it may be to members, but we desire to 
point out that such meetings overlap the scientific sessions 
arranged for the Eighth Session. There is a certain danger 
to the success of this and future congresses by the steady 
growth of national organizations within and without the 
British Medical Association, and it is felt that the increase 
in the number of meetings of such bodies will possibly affect 
attendance at Congress meetings, which should be the 
natural gathering ground of all sections of the medical 


profession, with particular reference to the large body of 


general practitioners. 
The Congress Executive hopes that if any arrangements 


have been made for sectional meetings outside of the Con- 
gress programme during that week, these will -be cancelled, 


and it is suggested that such meetings should take place in 
the week before or the week after Congress. 


Yours, etc., 
JOHN NEWMAN-MornIs, 

President, Eighth Session of the 

Australasian Medical Congress 

(British Medical Association). 
426 Albert Street, 
East Melbourne, 
March 6, 1952. 


Congress Wotes, 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 


Tue Executive Committee of the Eighth Session of the 
Australasian Medical Congress (British Medical Association) 
to be held at Melbourne from August 22 to 29, 1952, has 
sent the following information for publication. 


Presidents and Vice-Presidents. 


1. The president of a section shall be the chairman of any 
meeting thereof or, in his absence, the vice-president whose 
name is highest on the list of vice-presidents shall be the 
chairman, and you are informed that the order of vice- 
presidents has been determined by the year of graduation. 
Where no vice-president is available, the meeting shall elect 
a chairman. The chairman of any sectional meeting is 
urged to adhere strictly to the time allotted for the meeting, 
otherwise the sectional meeting which follows suffers incon- 
venience and the whole organization is disrupted. As far 
as possible the chairman should, through previous dis- 
cussion with the speakers, be in a position to coordinate 
their remarks. 

2. The sectional presidential address (if any) will be given 
during the first session of individual sections. 

3. Vice-presidents, each in his own State, are urged to 
stimulate interest in their respective sections. They should 
organize and assist with the preparation of papers in 
accordance with the wishes and procedure of the president 
of their section. Papers collected by a vice-president should 
be sent to the General Secretary or the honorary secretary 
of the section, at the Congress office. If more convenient, 
this may be done through the honorary (local) secretary for 
the State. 

Rules of Discussion. 


1. Four copies, in final form, of papers accepted (in 
addition to the author’s copy), typed in double spacing on 
one side of the paper only, complete with illustrations, 
together with a note of visual aid requirements, must be 
in the hands of the appropriate secretary of section by 
June 30, 1952. It is essential that four copies of each paper 
be supplied, one for the chairman of the meeting at which 
it is to be presented, one for Congress records, one for the 
Editor of THE MeEpICcCAL JOURNAL OF AUSTRALIA, and one for 
the lay Press liaison officer. / 

2. There shall be in general a time limit for speakers and 
readers of papers, namely, twenty minutes, except in the 
case of a president’s inaugural address to his section, in 
which case the time limit shall be thirty minutes. Seven 
minutes are allowed to speakers taking part in the dis- 
eussion by reading papers or otherwise. These time limits 
may be considered elastic and the presidents of sections, 
when arranging their programmes, may allot such time as 
they consider necessary to each paper. However, it is 
essential that the overall time allotted for each sectional 
meeting shall not be exceeded, so that the session following 
may commence on time. It is also important that speakers 
do not commence their papers before the advertised time. 

3. No member shall be allowed to speak more than once 
in any discussion except in reply to a question put by the 
chairman or by consent of the meeting. 

4. The opening speaker or reader of the opening paper 
shall be allowed five minutes in which to reply. 

5. Regulation 13 states: 

(e) The text of remarks introducing a discussion and 
any paper that may be accepted and read shall be the 
property of the Federal Council, and shall not be pub- 
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lished without the sanction of the Executive Committee 
except in a special volume of Transactions of Congress 
or in THe MepicaL JOURNAL OF AUSTRALIA. No paper 
shall be taken as read. Unless a paper is read, it shall 
not form part of the proceedings of Congress. 

(f) All papers and reports submitted to any sectional 
meeting shall be handed to the honorary secretary of 
the section before the close of such meeting. 

(9) No vote of thanks shall be proposed to any 
author of any paper or address. 

(j) Resolutions of sectional meetings: If it appears 
to any section that action should be taken in connexion 
with any matter which has been the subject of dis- 
cussion at its meeting, any proposal for such action 
shall be referred to the Federal Council and shall not 
be published in the lay Press. 


Maval, Wilitary and Air Force. 


APPOINTMENTS. 


Tue following appointments, promotions et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 15, of February 14, 1952. 

AUSTRALIAN MILitary Forces. 
Royal Australian Army Medical Corps (Medical). 

VX700198 Major R. B. Perrins is placed upon the Retired 
List (3rd Military District) with permission to retain his 
rank and wear the prescribed uniform, 4th October, 19651. 

To be Captain, 31st October, 1951.—3/40055 Graham 
Alexander Scott. 

To be Captains (provisionally), 17th December, 1951.— 
QX700131 Ian Stanley Holle and QX700132 Brian Swan 
Purssey. 

Citizen Military Forces. 
Northern Command: First Military District. 

Royal Australian Army Medical Corps (Medical).—1/46862 
Captain (provisionally) G. Ricketts relinquishes the pro- 


visional rank of Captain and is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps) (Medical) 
(1st Military District) in the honorary rank of Captain, 9th 
November, 1951. 


astern Command: Second Military District. 

al Australian Army Medical Corps (Medical).—-The 
following officers are transferred to the Reserve of Officers 
(Royal Australian Army Medical Corps) (Medical) (2nd 
Military District): Captains 2/146572 G. P. Dynon, 12th 
October, 1951, and 2/126998 R. I. Eakin, 6th November, 19651. 
2/61535 Captain (provisionally) K. G. Watson relinquishes 
the provisional rank of Captain and is transferred to the 
Reserve of Officers (Royal Australian Army Medical Corps) 
(Medical) (2nd Military District) in the honorary rank of 
Captain, 16th November, 1951. To be Captain (provisionally), 
8rd December, 1951: 2/121942 Jack Herbert Lancken. 


Southern Command: Third Military District. 

Royal Australian Army Medical Corps (Medical) .—3/139331 
Honorary Captain H. W. Hardy is appointed from the 
Reserve of Officers and to be Captain (provisionally), 19th 
November, 1951. To be Major (provisionally), 3rd December, 
1951: 3/114023 Captain C. A. Jones. 


/ 
Central Command: Fourth Military District. 


Royal Australian Army Medical Corps (Medical): To be 
Captains (provisionally) —4/32002 Albert Raymond Anderson, 
14th December, 1951, and 4/32003 Brian Joseph Shea, 19th 


December, 1951. 
Reserve Citizen Military Forces. 


Royal Australian Army Medical Corps (Medical). 
lst Military District: To be Honorary Captain, 
December, 1951.—Alexander Russell. 
2nd Military District: To be Honorary Captains.—Carroll 
Brady, 29th November, 1951, and Frank John Stanwell 
Buckley, 19th December, 1951. 
4th Military District: To be Honorary Captains.—Kenneth 
Roy Burdon, 29th November, 1951, and David Thomas 
Barnes, 14th December, 1951. 


14th 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED MARCH 1, 1952." 


Victoria. | Queensland. | 


South 
Australia. 


Austra’ 
Capital 
Territory. 


Northern 


| 
Australia." 
Territory. 


Western Tasmania.* 


Australia. 


Cholera 
Dengue | om 

Diarrha (Infantile) ka | 3(3) 


Leprosy 


Ma 
Meningococcal’ infection 1(1) 


pmyelitis 
Puerperal Fever 
Rubella 
salmonella Infection 
carlet Fever 
Jmallpox 

Tetanus 


Trichinosis 
7 


2 
5(4) 
30(17) 


10(2) 


20(12) 


| 


21(4) 


47(31) 24(20) 
Typhoid Fe 
(Flea-, Mite- and j 


| 


'7(3) 107 


+ Figures in parentheses are those for the metropolitan area. 
*Figures not available. 


‘Figures incomplete owing to absence of returns from Tasmania. 
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Royat AUSTRALIAN FOorRcE. 


Permanent Air Force: Medical Branch. 

The following are appointed to short-service commissions, 
on probation for a period of twelve months, with the rank of 
Flight Lieutenant: John Laurance Struan-Marshall (035910), 
29th October, 1951, with seniority as from 29th October, 1950, 
Ralph Harold Bernard Sacks (036080), 19th November, 1961, 
Patrick Aloysius O'Brien (035952), 21st November, 1951, 
Timothy James Orr (024805), 26th November, 1951, Arthur 
Eric Daley (036121), John Quentin McCubbin (036120), 6th 
December, 1951. 

The following are appointed to short-service commissions 
on probation for a period of twelve months, 10th December, 
1951, with the rank of Flight Lieutenant: Bruce Oswin 
Pierce (036123), Godfrey Unwin Taylor (036124). 

The resignation of Flight Lieutenant B. N. Turner (023026) 
is accepted, 12th February, 1952 


Air Force Reserve: Medical Branch. 


The following are appointed to commissions with rank as 
indicated: (Temporary Squadron Leader) . C. Stone 
(251560), 22nd October, 1951; (Flight Lieutenant) Robert 
Fyfe Zacharin (257843), Robert Desmond Marshall (257845), 
12th October, 1951, William Geoffrey Wicks (036105), 13th 
October, 1951. 

The appointments of the following officers are terminated: 
Temporary Squadron Leaders A. K. McIntyre (262064), 31st 
October, 1950, D. Scanlon (267221), 22nd October, 1951; Flight 
Lieutenants J. E. Sheehy (267769), 14th October, 1951, L. E. 
Clay (6717), 29th October, 1951. 

John Andrew Brenan (257853) is appointed to a com- 
mission, 7th November, 1951, with the rank of Flight 
Lieutenant. 

The appointment of Flight Lieutenant J. M. Fairbairn 
(267787) is terminated, 3rd December, 1951. 


DMbituarp. 
PATRICK WILLIAM RICE. 


WE regret to announce the death of Dr. Patrick William 
Rice, which occurred on March 7, 1952, at Adelaide, South 
Australia. 


BENJAMIN GEORGE JOHNSTON. 


WE regret to announce the death of Dr. Benjamin George 
Johnston, which occurred on March 12, 1952, at Adelaide, 
South Australia. 


ominations and Elections. 


THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

Gage, Harold Thomas, M.B., B.S., 1951 (Univ. Sydney), 
Griffith District Hospital, Griffith. 

Hellreich, Bernhard, registered in accordance with the 
Medical Practitioners Act, 1938-1950, Section 17 (1) 
(c), 18 Orwell Street, Potts Point. 

Gardiner, Anthony Victor, M.B., BS., 1951 (Univ. 
Sydney), 81 Despointes Street, Marrickville. 


The*undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 

Hoare, Lehonde Lucas, M.B., B.S., 1949 (Univ. Adelaide), 
23 Gurney Road, Dulwich. 

Gold, Ronald Geoffrey, M.B., B.S., 1951 (Univ. Adelaide), 
Royal Adelaide Hospital, North Terrace, Adelaide. 

Jessup, Allan Aubrey, M.B., B.S., 1951 (Univ. Adelaide), 
22 Fashoda Street, Unley. 

Wells, Barbara Condon, M.B., B.S., 1951 (Univ. Adelaide), 
112 Grant Avenue, Toorak Gardens. 

Solly (née Begg), Janet Elizabeth, M.B., B.S. (Univ. 
Adelaide), 103 Napier Terrace, Hawthorn. 

Lander, Harry, M.B., B.S., 1951 (Univ. Adelaide), 149 
Douglas Avenue, South Perth, Western Australia. 

Hasenohr, Geoffrey, M.B., B.S., 1948 (Univ. Adelaide), 
Barry Road, Warradale. 


(Univ, 
(Univ. 


Manthorpe, Thomas Dion, M.B., BS., 1950 
Adelaide), 19 Lascelles Avenue, Brighton. 

Morgan, Lloyd Kenneth, M.B., B.S., 1951 
Adelaide), 149 Parade, Norwood. 

Duguid, William George, M.B. B.S., 1948 (Univ. 
Adelaide), Box 116, Balaklava. : 

Beare, Thomas Hudson, M.B., BS., 1951 (Univ. ¥ 

Adelaide), 48 Church Terrace, North Walkerville. 


Diarp for the Wonth. 


1.—New South Wales Branch, B.M.A.: Council Meeting. 

2.—Victorian Branch, B.M.A.: Clinical Meeting. 

2.—Western Australian Branch, B.M.A.: Council § 
Meeting. 

3.—South Austietion Branch, B.M.A.: Council Meeting. 

4.—Queensland Branch, B.M.A.: Branch Meeting. 

4.—Tasmanian Branch, B.M.A.: Council Meeting. 

8.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

8.—New South Wales Branch, B.M.A.: Organization 
and Science Committee. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Victoriax Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical 
Benefit Society ; Mutual National Provident Club; National 
Provident Association; Hospital or other appointments out- 


side Victoria. 
Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Brisbane Associated 


Wickham Terrace, Brisbane, B17): 

Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all Contract 
Practice appointments in’ Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


Editorial Motices, 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
oe JOURNAL OF AUSTRALIA alone, unless the contrary be 
stat 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
or recognize any claim arising out of non 
of — unless such notification is received within one 
mon 

SUBSCRIPTION RatTESs.—Medical and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 

sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 ° 
per annum within Australia and the British Commonwealth of 
Nations, and £6 19s. per annum within America and foreign 
countries, payable in advance. 
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